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Manipulative body mechanics therapy 
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IRON THERAPY with . 


two-fold assuranice 


Serum Iron Elevation in 8 
Peak Reticulocytosis in 5 to 9 — 


HIC U. . FT 4 


VIRTUALLY ELIMINATES gastric irritation, 
cramping, diarrhea, or constipation. 


INDEED...best administered on an empty stomach. 


yy 
NS NORDSON PHARMACEUTICAL LABORATORIES, INC. 


New York 10, New York 


*U.S. PAT. NOS. 2877253,2957806. ©coPYRIGHT 1961, NORDSON PHARMACEUTICAL LAZORATORIES, INC. 


4 
| 
9 va’ 
3 


WARDLY DEPRESSED... 


renelzine dihydrogen sulfate 


! ilab leon request. should 
fore initiating therapy. . 
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INFORMATION FOR CONTRIBUTORS 


THe JouRNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION is the 
official scientific publication of the American Osteopathic Association. 
Articles are accepted with the understanding that they have not been 
published or accepted for publication elsewhere. 


Manuscripts 


1. Manuscripts should be typed in triplicate, the original and carbon 
sent to THE JouRNAL, and one carbon kept by the author. All copy, 
including quotations, footnotes, tables, references, and legends for 
figures should be double-spaced, with ample margins. 


2. References are required for all material derived from the work of 
others, whether or not author’s names are mentioned. Reference num- 
bers should be assigned in order of reference in the article. Each refer- 
ence must include the name of the author and the full title of the article 
or book. For periodicals, the name, volume number, complete date, and 
inclusive paging of the article are required. For books, the edition, the 
name and locatiou of the publisher, and the year of publication are 
required. Exact page numbers must be given for all direct quotations. 


3. The author’s degrees and teaching affiliations should be given. 


4. The article should end with a comprehensive summary. 


Illustrations 
1. Photographs should be unmounted, untrimmed, glossy prints. 


2. Figures, charts, tables which are to be engraved, and lettering on 
prints should be in black (India) ink on good quality white paper. 
Lettering should be large enough to be read when reduced. 


3. Original roentgenograms or slides can be used for reproduction, 
but direct-contact glossy prints from originals are preferable. 


4, All illustrations must be numbered and the top indicated. 


5. Good illustrations enhance the value of articles, and contributors 
are encouraged to submit illustrative material with manuscripts. 


6. When illustrations which have appeared elsewhere are submitted, 
full information should be given about previous publication, whether 
or not permission has been obtained, and credit to be given. 


Copies of THE JouRNAL 


1. Three copies of THE JourNAt containing his article will be sent 
to the author on request. 


Reprints 
1. Information for ordering reprints is sent with galley proofs. 
FOR ADDITIONAL INFORMATION, PLEASE WRITE THE EDITOR 


Published monthly by the American Osteopathic Association. Printed by Neely Printing Company. Publication, Editorial, and Executive Offices, 
212 E. Ohio St., Chicago 11, Ill. Subscription $10 a year; single copies $1.00. Acceptance for mailing at special rate of postage provided for 
in Section 1103, Act of October 3, 1917, authorized August 31, 1922. Second class postage paid at Chicago, Il. 


ALL CORRESPONDENCE SHOULD BE ADDRESSED TO 212 E. OHIO ST., CHICAGO 11, ILL, CHANGE OF ADDRESS: If possible, 
clip address from mailing envelope of your copy of this magazine and send along with new address (with zone number if any). Allow 5 weeks 


for change-over. 


Copyright 1961, by American Osteopathic Association 


“The experience to date with J 
griseofulvin has been so promising 
for the management of Microsporum 


audouint, Trichophyton tonsurans 


and Trichophyton violaceum that it 
has become the treatment 
of choice for these in- 
| fections of the scalp.” 


Supplied: Futvicin Tablets (scored), 500 mg., in bottles of 20 and 100; 250 mg., 

in bottles of 30, 100 and 500. Reference: Sulzberger, M. B., et al.: Dermatology: 
Diagnosis and Treatment, ed. 2, Chicago, Year Book Publishers, 1961, p. 350. For 
complete details, consult latest Schering literature available from your Schering 
Representative or Medical Services Department, Schering Corporation, Bloomfield, N. J. 


SCHERING CORPORATION BLOOMFIELD, NEW JERSEY $-826 


griseofulvin 


Tinea capitis due to T. tonsurans cleared after 7 weeks of therapy with Futvicin. 


FROM WEINER, M. A.; GOULD, A. H., AND GANT, J. Q., JR.: GRISEOFULVIN IN RINGWORM :NFECTIONS. SCIENTIFIC EXHIBIT 
PRESENTED AT A.M.A. CLINICAL MEETING, DECEMBER, 1960, WASHINGTON. D. C. 
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Keep up-to-date in your daily practice! 
Saunders brings you new data, concepts 
and techniques of modern medicine 


New (3rd) Edition—Sodeman’s 
PATHOLOGIC PHYSIOLOGY 


A lucid explanation of the WHY and HOW behind disease proc- 
esses to help you gain greater insight into the rationale of effective 
diagnostic and treatment measures. In this New (3rd) Edition, 28 
authorities bring you the results of their most recent investigations 
into the mechanisms of disease. They show you how agents bring 
about disease—what causes a particular symptom—what changes 
take place in the body during disease—how one disordered system 
affects another. 

Text material has been thoroughly revised to bring you completely 
current information. Important new developments have been incor- 
porated into the sections on: genetics—water and electrolyte balance 
—protective mechanisms of the lungs—pathology of the gallbladder 
and prancreas—diseases of the nervous system. The entire book is 
devoted almost entirely to explaining and interpreting abnormal 
physiology—the normal is only introduced where necessary to make 
a point or clarify a mechanism. 

By 28 Collaborators. Edited by WitL1AM A. SopEMAN, M.D., Sc.D., F.A.C.P. 
Dean and Professor of Medicine, Jefferson Medical College. About 1024 


pages, with about 199 illustrations. About $14.00. 
New (3rd) Edition—Just Ready! 


Nagan’s MEDICAL ALMANAC 


A New Hahnemann Symposium! 
Mills and Moyer’s 
INFLAMMATION AND DISEASES 
OF CONNECTIVE TISSUE 


Here is the clinical essence of the recent Hahnemann Hospital 
Symposium on common problems in disorders of connective tissue. 
149 contributing authorities tell you what is presently known of 
connective tissue disease, what can currently be done for patients 
suffering from arthritic and rheumatic conditions, and toward what 
direction therapy is moving. Here are some of the topics you'll find 
covered: Formation and Breakdown of Connective Tissue—Possible 
Role of Serotonin in Rheumatoid Arthritis and other Collagen Dis- 
eases—Metabolic Effects of the New 1-4 Diene Steroids and Natural 
Steroids—Gold Salt Therapy in Treatment of Rheumatoid Arthritis 
—Long Term Effects of Steroids in Rheumatic Heart Disease. 

Edited by Lewis C. Mitts, M.D. Head, Section of Endocrinology and 
Metabolism; and Joun H. Moyer, M.D. Professor and Chairman of the 
Department of Medicine, Both at Hahnemann Medical College and Hos- 


pital. With contributions by 149 Authorities. About 896 pages, 644” x 934”, 
with about 200 illustrations. About $18.00. ye ha. 


New (3rd) Edition! 


1961-62 


An immediate information source on thousands of 
questions affecting today’s busy physician. This in- 
valuable new reference brings you a myriad of facts 
and figures on the entire framework and operation of 
the medical world—facts never before available in a 
single source. You can quickly check on such diverse 
information as: 


Frequency rates of various injuries in industry—Nar- 
cotics regulations —Type of practice of osteopathic 
physicians: 1957-8-60—Average prevalence of arthrit's 4 
and rheumatism by sex and age—O fficers, Board Mem- 
bers, descriptive paragraph on the American Board of 

Orthopaedic Surgery — Distribution of physicians by 
type of practice and region — Osteopathic schools 
(ownership, students, grads 1894-1961)—W hat medi- _ 
cal records to keep, and how long. 


Hundreds of lists, charts, graphs and directories set 

forth information in readily assimilable form. Where Li 
recency of data is vital, you'll find statistics carried 

up into 1960. Forthcoming meetings, tax deadlines, 
regulations to become effective are listed into the 
future. 


By Peter S. NaAGAN, A.B., M.A., M.S. 528 pages, 544” x 
7%". Paperbound. $5.00. New! 


W. B. SAUNDERS COMPANY 
West Washington Square, Philadeiphia 5 


MAYO CLINIC DIET MANUAL 


An effective manual to save you unnecessary time and 
research when prescribing a special therapeutic diet. 
Whether it be a general hospital diet, a trial diet for 
suspected food allergy, or a dietary program for un- 
derweight, you'll find a sample guide to follow here— 
” one which has been tried and proven in practice at 
the Mayo Clinic. 

For each dietary program, there is a chart showing the 
approximate composition — how much protein, fat, 
carbohydrates, calories, calcium, etc. is needed each 
day. A short discussion of the adequacy of the diet 
follows, together with its zenerai description. Types 
of food to be included and excluded in each program 
are noted. A dietary pattern is then given with sample 
menus indicating the weight per gram and the ap- 
proximate household measures of each serving. 

This New (3rd) Edition reflects the advances in food, 
vitamin and current dietary practice that have been 
incorporated into Mayo Clinic procedure. There is 
new information on the low cholesterol diet for 
atherosclerotic disease — revisions in the sections on 
vitamins and other food supplements — inclusion of 
the new height-weight tables. 


By the Committee On Dietetics Or THe Mayo CLInIc. 
About 276 pages, 6” x 914”, wire binding. About $5.50. 
New (3rd) Edition—Just Ready! 
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po? order 
Please send and charge to my account: | 
Sodeman—Pathologic Physiology About $14.00 Nagan—Medical Almanac ................ $5.00 | now 
Mills & Moyer—Dis. of Connective Tissue .............. About $18.00 Mayo Clinic Diet Manual ....About $5.50 l 
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IN BOTH PROXIMAL AND DISTAL SEGMENTS 


HYDROCHLOROTHIAZIDE 


ALDACTONE ® (spironolactone) 


acts mainly in the proximal segments of the renal 
tubules. 


NEW 


acts mainly in the distal segments of the renal 
tubules. 


ALDACTAZIDE 


(brand of spironolactone with hydrochlorothlazide) 


ALDACTAZIDE now Offers physicians the only thera- 
peutic preparation to provide positive diuretic activ- 
ity in both the proximal and the distal segments of 
the renal tubules. 

Hydrochlorothiazide exerts a well-known, vigor- 
ous diuretic action in the proximal segment of the 
renal tubules. The Aldactone component of Aldacta- 
zide specifically blocks the sodium-retaining and 
potassium-excreting effect of aldosterone in the distal 
segment. 

This combined control provides true multiple 
diuretic effects for optimal relief of edema and as- 
cites in patients requiring prompt, maximal control, 
and in those whose edema and ascites are resistant 
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to single diuretics. Further, the potassium-saving 
activity in Aldactazide largely or wholly offsets the 
danger of potassium loss which thiazide diuretics 
induce. 

The usual adult dose of Aldactazide is one tablet 
four times daily, although dosage may range from 
one to eight tablets daily. 

Aldactazide is supplied as compression-coated 
white tablets, each tablet containing 75 mg. of Aldac- 
tone (brand of spironolactone) and 25 mg. of hydro- 
chlorothiazide. 

SEARLE co. 
CHICAGO 860, ILLINOIS 
Research in the Service of Medicine 
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Rautrax-N lowers high blood pressure gently, gradually ... protects 
against sharp fluctuations in the normal pressure swing. 


Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium depletion. flexibility — Interchangeable 


Rautrax-N 


wolfia Serpentina (Raudixin) 
Chloride 


Standardized Who 
Bendroflumethiazide with Potassium 


with either Raudixin or Naturetin ¢ K. economy — Main- 
tenance dosage of only 1 or 2 tablets-daily for most pa- 
tients. convenience — Once-a-day maintenance dosage. 
Two potencies available. 

Supply: Rautraz-N — capsule-shaped tablets providing 50 
mg. Raudixin, 4 mg. Naturetin and 400 mg. potassium 
chloride. Rautrax-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


Squibb Quality 
= the Priceless Ingredient 


‘nautrax’® ano ane sauies 
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LEDERLE INTRODUCES 
A NEW TRANQUILIZER 
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A NEW DEVELOPMENT 
IN EMOTIONAL THERAPY 
FROM LEDERLE 


HELPS THE 
PATIENT 


“BE HIMSELF” 
AGAIN...CALM, 


YET FULLY 


RESPONSIVE... 


USUALLY 
FREE OF 
DROWSINESS 
OR EUPHORIA 
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Mephenoxalone Lederle 


TO RESTORE THE NORMAL 
PATTERN OF EMOTIONAL RESPONSE clicmicaligtadiians 
TREPIDONE Mephenoxalone is a new tranquilizer which has from previous tranquilizers 


shown the capacity to relieve mild to moderate anxiety and ten- pam sities 
sion without detracting significantly from mental alertness. ' 

Treated patients have shown little tendency to become sleepy OCH,CH C=0 
or detached from reality, or to experience euphoria as a result 0 

of the drug. They generally respond normally to everyday sit- 
uations .. . require fewer restrictions on activities, and tend to 
complain less frequently. 

Extensive trials have shown no habit-forming properties or 
adverse effects on withdrawal, even after long-term administra- 
tion. Complete information on indications, dosage, precautions 
and contraindications is available from your Lederle repre- CED 
sentative, or write to Medical Advisory Department. LEDERLE LABORATORIES 


Average adult dosage: One 400 mg. tablet, four times daily. Supplied: A Division of AMERICAN CYANAMID COMPANY 
Half-secored tablets 400 mg. TREPIDONE Mephenoxalone, bottle of 50. Pearl River, New York 
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whenever digitalis / 
is indicated | 


~ 
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| 
| “If one digitalis age were fe 
to be recommended for its 
adaptability the mary and 
varied clinical contingencies, a 
| we believe Digoxin would be a 
| the drug of choice.” g 
Lown, B., and Levine. A.: Current Concepts in Digitalis Therapy> | 
Boston, Little, Brown & Company, 1954, p- 23, Pat 
25 mg. seored (white) 0.5 me. in "INJECTION 


NEW 
comprehensive 


digestant 
with the 
most 

potent 
enzyme 
available 
for 
digestion of 


nerior 


—the only digestant with fat-splitting lipase activity 12 times as great as 
that of Pancreatin N.F. 


When the question is digestion because of your patient’s inability to handle fat, starch, protein — 
or cellulose, you can provide dependable relief with CoTAzyM-B, which contains the essential — 
pancreatic enzymes lipase, trypsin and amylase, plus bile salts and cellulase. A daily dose of — 
6 CoTAZYM-B tablets is sufficient to emulsify and digest 50 Gm. of dietary fat, and to digestallof 
the protein and starch in a typical diet (100 Gm. protein, 250 Gm. starch) and 480 mg. cellulose. — 


Dosage: 1 or 2 tablets with water just before each meal. 
Supply: Bottles of 48 tablets, 


Write for samples and comprehensive literature. i 


ORGANON INC., West Orange, New Jersey _ 


*The Significance of Lipanereatin (Pancreatic Enzymes Concentrated ‘Organon’) 
Organon A product of original Organon research, lipancreatin provides for the first time in —, preparations a : 
known, constant amount of fat-digesting lipase in addition to trypsin and amylase. It surpassés in essayable 


digestive activity all presently available pancreatin preparations, 
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~—also unsurpassed potency for digestion of starch, protein and cellulose s&s ® 
—the only digestant with Lipancreatin,* proven suj to Pancreatin N.F 
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“AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 


COMBINING CONTROL OF 
DIABETES AND ITS COMPLICATIONS \. 


Today, as yesterday, “the diabetic dies of his complications and not of his 
disease.”! Increased diabetic longevity, moreover, increases the incidence 
and relative importance of such long-term complications as vascular degenerative 
lesions of the kidney and peripheral blood vessels. Current opinion further stresses 
that the best available retardant of such complications is close and continuous control 
of diabetes.2 


| Close diabetic control, by the patient by frequent testing for glucosuria, is essential. 


Whether treatment is oral, parenteral, or solely dietary, detection and quantitation of urine- 
glucose enables the supervised patient to adjust medication and diet rationally. 


Testing for ketonuria, on the other hand, is a protective measure. It may warn of ketosis 
| induced by major infections and a variety of stress conditions, as well as alerting to the 
ketoacidosis of insulin insufficiency.3 Urine testing for ketones aids both management of 
ketogenic disorders and maintenance of control most likely to delay long-term complica- 
tions of diabetes. 
(1) Joslin, E. P., in Joslin, E. P.; Root, H. F.; White, P., and Marble, A.: The Treatment of Diabetes Mellitus, ed. 10, 


Philadelphia, Lea & Febiger, 1959, p. 239. (2) Goodman, J. |.: M. Times 88:1168, 1960. (3) Haunz, E. A., and 
Cornatzer, W. E.: Minnesota Med. 41:836, 1958. : 


Routine urine-sugar testing with Cuinitest® and urine-ketone testing with Acetest® 
may be signally vital to certain “special risk” patients. Among these are the 
juvenile diabetic patient, the adult with severe diabetes, the pregnant dia- 

betic, and the patient on oral hypoglycemic medication. These patients, 
N in particular, gain both short- and long-term benefit by closely fol- 
lowing their physician's instructions about routine urine testing. 


for closer daily control of diabetes— _ 
and better protection against 
its complications 


TEST FOR BOTH GLUCOSURIA 
—AND KETONURIA 


with color-calibrated 


BRAND Reagent Tablets 


standardized urine-sugar test for clear-cut 


| oros! quantitative readings 


with ketone-specific 


AMES 
COMPANY, INC 
Elkhart « Indiano 
Toronto * Conade A F ES 
BRAND . Reagent Tablets 

1 drop of urine—a few seconds—detects 

both acetone and acetoacetic acid 
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THE CROWN OF LEADERSHIP...IN STEROID TOPICALS 


Cort-Dome 


CREMES + LOTIONS (pH 4.6) 
Micronized Hydrocortisone Alcohol in the Exclusive ACID MANTLE® Vehicle 


Cort-Dome cremes and lotions are the most widely prescribed of all the steroid 
topicals because they offer these outstanding advantages: (a) Unique Acid Mantle 
Vehicle—restores and maintains the skin’s normal protective acidity and potenti- 
ates steroid activity for more prompt and predictable response at lower concen- 
trations; (b) Exclusive Microdispersion Process—reduces hydrocortisone particle 
size to microscopic dimensions for maximum dispersion to assure therapeutic 


‘efficiency and enhanced selectivity in dosage; (c) Wide Choice of Concentrations— 
~Y%% strength for mild conditions and maintenance therapy; 42%, 1% and 2% 


strengths for more severe conditions as required; (d) Greater Economy for Your 
Patient—made possible by the increased effectiveness of lower hydrocortisone 
concentrations. For example, clinical experience establishes that 44% Cort-Dome 
is as effective as much higher concentrations of hydrocortisone alcohol dispersed 
in solid, non-evaporating vehicles in a wide variety of dermatologic disorders. 


<5. DOME CHEMICALS INC., New York 23, New York 


wy World Leader in Dermatologicals o1061 
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when menstrual cramps disrupt her schedule 


myo- Es -vascular relaxant 


acts directly on the myometrium 
to relieve painful uterine spasm 
or hypermotility 


In a double-blind study,! 79 per cent of the 
patients treated with VASODILAN were 
relieved of severe menstrual pain. 


VASODILAN relieves menstrual cramps by 
direct, non-hormonal? action, and without 
disturbing normal menstrual rhythm or 
flow.}2 


There are no contraindications to the use of 
VASODILAN with other therapies.” 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


Tsoxsuprine hydrochloride, Mead Johnson 


Contraindications: There are no known contraindications 
to oral administration of VASODILAN in recommended 
doses. 


Caution: VASODILAN should not be given immediately 
postpartum or in the presence of arterial bleeding. Paren- 
teral administration is not recommended in the presence 
of hypotension or tachycardia. Intravenous administra- 
tion is not recommended because of the increased likeli- 
hood of side effects. 


Side effects: Few side effects occur when given in recom- 
mended oral doses. Occasional palpitation and dizziness 
can usually be controlled by dosage adjustment. Single 
intramuscular doses of 10 mg. or more may result in 
hypotension or tachycardia. 


Dosage: For menstrual cramps, give 10 or 20 mg. (1 or 2 
tablets) three or four times daily, 24 to 72 hours prior to 
expected onset of menstruation. 


Supplied: 10 mg. tablets, bottles of 100; 2 cc. ampuls 
(5 mg./ce.) for intramuscular use, boxes of 6. 


References: (1) Ratowsky, S., and Padernacht, E. D.: 
Relief of Primary Dysmenorrhea with Isoxsuprine, Clin. 
Med. 8:512-514 (March) 1961. (2) Voulgaris, D. M.: Dys- 
menorrhea: Cramps or Psyche?, Scientific Exhibit, Am. 
Acad. G.P, Philadelphia, March 21-24, 1960. aterss 
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The 613-R Dynaclave 
Low-cost, high-speed 

‘autoclave — portable 
ovtomatic— efficient 


EVERY 
PHYSICIAN 


CAN NOW GIVE PATIENTS THE POSITIVE PROTECTION 
OF PRESSURE STEAM 


The NEW 8816M Autoclave 
Redesigned to meet the same exacting 


dards of the 8816, 
but at substantially lower cost and with 
greoter capacity. 


STERILIZER 


Service Centers in... 

Atlanta, Boston, Chicago, Cincinnati, Dallas, 
Denver, Detroit, Los Angeles, New Orleans, 
New York City, Philadelphia, Pittsburgh, 
Richmond, St. Louis, St. Paul, San Francisco, 
Seattle, Tampa, Washington, D. C., 
including a dispersed Amsco Serviceman 
located near YOU for prompt service. 
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The 1022 Aristocrat Autoclave 
Office pressure steam 
sterilization to hospital 

standards and convenience 


STERILIZATION 


One of these Amsco Autoclaves can sub- 
stantially aid your efforts toward improved 
patient protection against the contaminated 
needle, or other instruments in your office. 
Assurance of the positive protection of 
pressure steam sterilization is a comfort 
appreciated most highly by the physician 
who has faced the problem of cross- 
contamination. There is an authorized Amsco 
Dealer near you — ready to advise and 
serve your requirements for sterilization 
equipment and adequate techniques. 
Mailing this coupon with your letterhead will 


bring full details... 


Send Bulletin on Autoclaves 613-R 8816M 1022 
and location of nearest Amsco Dealer 


Address 


City Zone 


State 
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135 tiny 
doses mean 
smoother 
steroid 
therapy... 


Slow 
Release 


In the relatively 
acid medium of 
the fasting 
stomach, Medrol 
Medules remain 
essentially intact 
—only 5% of the 
Medrol content is 
released after 2 
hours at pH 1.2. 
However, in the 
environment of 
the duodenum 
(approaching a 
PH of 7.5), from 
90 to 100% of 
the Medrol is 
released over a 
period of 4 hours. 


Slow 
Absorption 


Sustained 
Action 


*Trademark, Reg. U.S. Pat, Off. 
tTrademark 


in acute allergic 
disorders: 


Judged to be “a nearly ideal formu- 
lation,”* Medrol Medules gave good 
to excellent results in 25 of 28 chil- 
dren with various acute allergic dis- 
orders. “There were no serious side 
effects and minor complaints were 
reported in only two patients.”* The 
author also found that “there is .a 
definite advantage for Medrol Med- 
ules inasmuch as much smaller doses 
seem able to produce full clinical 


Indications and effects 

Medrol benefits (anti-inflammatory, anti- 
allergic, antirheumatic, antileukemic, anti- 
hemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, 
asthma, hay fever and allergic disorders, der- 
matoses, blood dyscrasias, and ocular inflam- 
matory disease involving the posterior segment. 
Precautions and contraindications 

Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief 
without developing such possible steroid side 
effects as gastrointestinal intolerance, weight 
gain or weight loss, edema, hypertension, acne, 
or emotional imbalance. 

As in all corticotherapy, however, there are 
certain cautions to be observed. The presence 
of diabetes, osteoporosis, chronic psychotic re- 
actions, predisposition to thrombophlebitis, 
hypertension, congestive heart failure, renal 
insufficiency, or active tuberculosis necessitates 
careful control in the use of steroids. Like all 
corticosteroids, Medrol is contraindicated in 
patients with arrested tuberculosis, peptic 
ulcer, acute psychoses, Cushing’s syndrome, 
herpes simplex keratitis, vaccinia, or varicella. 
1. Dugger, J. A.: J. Michigan M. Soc. 59:1812 
(Dec.) 1960. 


Medrol” | 
Medules 


Each capsule contains: Medrol 
(methyliprednisolone) 4 mg. 
Supplied in bottles of 30 

and 100. 


The Upjohn Company 
Kalamazoo, Michigan 


COPYRIGHT 1961, THE UPJOHN COMPANY 


2 
) 
* 
ety 
@ 
| 
pH 7.5 


Ww 


OPTIMUM NUTRITION 
Providing all the normal 
dietary requirements plus 
a reserve for stress situa- 
tions while avoiding the 
hazards of excessive 
amounts of individual 
nutrients. 


JOURNAL A.O.A., VOL. 60, JUNE 1961 


BAKER’S MODIFIED MILK 
PROVIDES OPTIMUM 


PROTEIN NUTRITION 


“There is abundant clinical evidence... that formula- 
fed infants receiving high protein allowances compare 
favorably to thriving breast-fed infants.” Authorities,? 
whose experience with the hunger of infants fed even 
3.5 grams of protein per kilogram, have opposed intakes 
of cows’ milk which would give less protein. 


Baker’s Modified Milk supplies a protein level of 3.7 
grams per kilogram of body weight per day to meet 
normal needs and to provide a dietary reserve for 
increased protein demands caused by fever, diarrhea 
and infections. An adequate water reserve is also 
provided for renal function and proper water balance 
by the 20 Cal/oz. dilution. 


Because an infant's health depends upon total 
adequacy of his diet,4 Baker’s Modified Milk supplies 
an optimum protein level, 6% of the calories as essen- 
tial linoleic acid, and contains 7% carbohydrate com- 
posed of multiple sugars, the R.D.A.5 of vitamins, and 
7.5 mg. of iron per quart of formula. 


1. Hill, L. F.: J. Pediatrics 54: 545 (1959) 2. Gordon, H. H., and Ganson, A.F.: 

J. Pediatrics 54: 503 (1959) 3. A.A.P. i on Nutri Pedi 
339 (1957) 4. Woodruff, Calvin W.: J. A. M. A. 175: 114 (1961) 5. Recom- 
mended Dietary Allowances, NAS-NRC Publication 589 (1958) 6. U.S.P.H.S. 
Milk Code, Federal Security Agency Publ. 220 (1953) 


Bakers 
MODIFICD MILK 


Made only from Grade A milk*—scientifically formulated to duplicate 
the nutritional results of human milk. Powder/Liquid 


THE BAKER LABORATORIES, INC., Cleveland 15, Ohio 
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Menopausal distress: a syndrome involving all three levels of the autonomic nervous system 


disorders of the | 
menopause C C da 
SPACETABS* 


stabilizes the entire autonomic nervous system 


(without disturbing endocrine balance) 


CORTICAL 
LEVEL: 

Bellergal relieves 
anxiety, irritability, 
insomnia, headache, 
excessive fatigability 


SYMPATHETIC 
LEVEL: 

Bellergal relieves 
hot flashes, 
palpitations, 
tachycardia, 
tremor, sweats 


PARASYMPATHETIC 
LEVEL: 
Bellergal relieves 
nausea, hypersalivation, 
faintness 


SANDOZ 


BELLERGAL SPACETABS —Bellafoline 0.2 mg., 
ergotamine tartrate 0.6 mg., phenobarbital 
40.0 mg. Warning: May be habit forming. 
(Color: Granular pattern of green, apricot 

and lemon yellow; compressed.) 

Dosage: 1 in the morning, and 1 in the evening. 


BELLERGAL TABLETS —Bellafoline 0.1 mg., 
ergotamine tartrate 0.3 mg., phenobarbital 
20.0 mg. Warning: May be habit forming. 
(Color: Rose beige, sugar-coated.) 

Dosage: 3 to 4 daily. In more resistant cases, 
dosage begins with 6 tablets daily 

and is slowly reduced. 
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action 
for smooth therapeutic control 


BUTIBEL offers an important clinical refinement in the relief of gastro- 
intestinal spasm...co-ordination of the reliable antispasmodic and anti- 
secretory activity of extract of belladonna 15 mg. and the intermediate 
sedative action of BUTISOL SODIUM® butabarbital sodium 15 mg. 


no Since these two components 
\ have duration of action, BUTIBEL 

‘ makes possible an even, time-matched therapeutic continuity 
for balanced control of both tension and spasm, without the “cumulative 
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“For centuries the victims of gout have been the subject of lam- 
poons and caricatures. We now know that they should rather be the 
objects of great concern, for the disease is painful, disabling and is 
accompanied by complications that impair health and shorten life.” 


Kidney impairment, with varying degrees of hypertension and arte- 
riosclerosis, is the critical complication of gout. “From 30 to 50 per 
cent of gouty patients are said to die of renal disease.”? 


Tophus in the calyx, surrounded by fibrinoid The mid- and outer portion of the pyramid with 
exudate and detached mucosal epithelium.® typical uric acid crystals in the collecting system.* 


- 


AIDS TO DIAGNOSIS 


Rheumatoid Arthritis ... continuous discomfort and 
progressive disability. 


Degenerative Arthritis... continuous discomfort. 


—_ 


“lf a family history of gout is 
obtained, even though it.is one 
or two generations removed, 
this information is significant.’’4 


Gout ... acutely painful attacks followed by periods of remission. 


“All patients 
complaining of 
non-traumatic 
musculoskeletal 
discomfort 
should have at 
least one serum 
uric acid deter- 
mination.”5 


Colchicine test: “Colchicine 
should be administered as 
early as possible after the 
onset of articular distress, 1 
mg....every 2 hours until the 
onset of gastro-intestinal dis- 
tress. From 5 to 8 mg. usually 
are required.”? Pain relief is 

’ highly indicative of gout. 


“The metatarso- 

_phalangeal joint 
of a great toe is 
affected early or 
repeatedly in 
some cases, 
rarely or never 
in others." 


THE “INSULIN OF GOUT”? 


“Of the various drugs with uricosuric activity, probenecid [BENEMID] has proved most 
desirable for long-term administration.” ® 


PROBENECID 


Therapy with BENEMID should be continued without interruption since hyperuricemia recurs 
when dosage is terminated. The rare patient who experiences gastric discomfort is usually 
benefited by decreasing the dosage. Dosage: 0.25 Gm. twice daily for one week, followed 
by 1 Gm. daily in divided doses. Supply: 0.5 Gm. tablets. 


A COMPLEMENTARY FORMULATION OF TWO CLASSIC ANTI-GOUT AGENTS 


“... the greater the experience we have with the combination of colchicine and 
Benemid the greater the reliance we place upon these two drugs.”? 


COLCHICINE WITH BENEMID-- 


Dosage: One tablet daily for one week, followed by one tablet twice daily. Supply: Each 
tablet contains 0.5 mg. colchicine and 0.5 Gm. BENEMID. Bottles of 100 and 1000. 


1. Cornish, A. L.: J. Kentucky M.A. 58:707, June, 1960. 2. Wyngaarden, J. B.: Arthritis & Rheumatism 1:191, June, 1958. 3. Tal- 
bott, J. H. and a , K. L.: Medicine 39:405, Dec., 1960. 4. Talbott, J. H.: Gout, New York, Grune & Stratton, 1957, p. 123. 
5. Kuzell, W. C., et al.: J. Chron. Dis. 2:645, Nov., 1955. 6. Hench, P. S.: Gout and gouty arthritis, in Cecil, R. L.: A textbook of 
medicine, ed. 10, Phila., W. B. Saunders Co., 1959. 7. Bartels, E. C., and Kepkay, P. H.: Bull. Vancouver M.A. 29:306, April, 
1953. 8. Boland, E. W.: World-Wide Abstracts of Gen. Med. 3:16, Jan., 1960. 9. Talbott, J. H.: Current Med. Dig. 26:57, Nov., 1959. 


Before et or administering BENEMID or ColBENEMID, the physician should con- 
sult the detailed information on use accompanying the package or available on request. 


Oo) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


BENEMID AND COLBENEMID ARE TRADEMARKS OF MERCK AND CO,, INC. 
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A-2? 


to help you transform a tense, irritable, depressed 


patient into a woman who is receptive to your counsel 


and adjusted to her environment 


DEXAMYL’ 


FORMULA: Each ‘Spansule’ capsule No. 1 con- 
tains Dexedrine® (brand of dextro amphetamine 
sulfate), 10 mg.; amobarbital (Warning, may be 
habit forming], 1 gr. Each ‘Spansule’ capsule No. 2 
contains ‘Dexedrine’ (brand of dextro amphetamine 
sulfate), 15 mg.; amobarbital [Warning, may be 
habit forming], 114 gr. The active ingredients of the 
‘Spansule’ capsule are distributed among hundreds 
of minute pellets with varying disintegration times. 
A therapeutic dose is released immediately and the 
remaining medication, released slowly and without 
interruption, sustains the effect for 10 to 12 hours. 
INDICATIONS: (1) for mood elevation in depres- 


SPANSULE" 


brand of sustained release capsules 


sive states; (2) for control of appetite in overweight. 
USUAL DOSAGE: One ‘Dexamyl’ Spansule capsule 
taken in the morning. 

SIDE EFFECTS: Insomnia, excitability and in- 
creased motor activity are infrequent and ordinarily 


mild. 

CAUTIONS: Use with caution in patients hyper- 
sensitive to sympathomimetic compounds or barbi- 
turates and in cases of coronary or cardiovascular 
disease or severe hypertension. 

PRESCRIPTION SIZE: Bottles of 30 capsules. 


Prescribing information adopted January, 1961. 


Smith Kline & French Laboratories, Philadelphia 


© 
i= 
| 
: 
mea 
fi 
‘ 
= 
| 


RELIEF NOW. 


PYRIDIUM 


brand of phenylazo-diamino-pyridine HCl 


Two Pyridium tablets t.i.d. relieve the pain AVERAGE DOSE: Adults—2 tablets t.id. Children 9 to 
of urinary infection in only 30 minutes. Dur- 12 —1 tablet t.i.d. suppLiep: 0.1 Gm. tablets, bottles of 
F +7: 50. PRECAUTIONS: Pyridium is con- 
ing the first 3 to 4 days of therapy, Pyridium, °°: PRECAUTIONS: F yidinesisesn 
prescribed along with any antibacterial of : : 
renal insufficiency and/or severe 
your choice, will make _— patient comfort- hepatitis. Full dosage information, 
able until the antibacterial reduces inflam-  gyailable on request, should be 
mation and controls the infection. consulted beforeinitiatingtherapy. 
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NOW ..- 


add the essential maternal element 


lacking in infant formulas 


new... 


POLYMUL” 


Infant 
Nutrition 
Supplement 


POLYMUL, a unique combination of polyunsaturated fatty acids protected by anti- 


oxidant tocopherols, makes any infant feeding formula a “true substitute” for mother’s milk. 
Today, infant formulas are adjusted in nutritional values to simulate human milk—however, 
they lack the type of fat which determines the degree of utilization of the nutritional elements. 
Blood assays and clinical evidence demonstrate that with POLYMUL absorption, transport, 
and actual cell utilization of nutritional elements approximate mother’s milk.?:3:4 


increases caloric efficiency of any infant formula®’ to equal mother’s milk ' 
satisfies hunger longer with less formula 2:38. 

helps protect against allergy... allergic symptoms—infantile asthma, eczema, diarrhea— 
tend to regress?: 5-7 1° 

improves skin texture? ® 


POLYMUL...12 years of clinical research ... thousands of blood assays‘ 


Each 1 cc. POLYMUL ‘dispensulet’ contains 950 mg. of unsaturated fatty acid glycerides providing: 


Linoleic & Linolenic Acids 600 mg. 
Tetra, Penta & Hexaenoic Acids 100 mg. 
Oleic & Saturated Acids 150 mg. 
Mixed Tocopherols 5 mg. 
Polysorbate 80 50 mg. 


Dosage: 2 to 4 cc. per day. Average dose 8 cc. per day. Contents of 3 POLYMUL PHARMACEUTICAL 
‘dispensulets’ in formula after sterilization or one ‘dispensulet’ to 4 ounces of 


formula for three feedings. INDUSTRIES, 
INC. 

Supply: 

Convenient, accurate ‘dispensulets’ (1 cc.) in dispensing carton of-100—over one Erlton, 

month’s supply. New Jersey 


1. Worne, H. E., and Smith, L. W.: N. Y. Physician and Am. Med. 53: 44 (Dec.) 1959. 2. Smith, L. W., and Worne, H. E.: Antibiotic Med. and Clin. Therapy 4: 516 
(Sept.) 1957. 3. Worne. H. E., and Smith, L. W.: 5th International Congress of Bronchoesophagology, Vienna, Austria (Aug. 31) 1956, 4. Clinical reports on file at 
Pharmaceutical Industries, Inc. 5. Weise, H. F., Hansen, A. E., and Adam, D. J. D.: J. Nutrition 66: 345 (Nov.) 1958. 6. Adam, D. J. D., Hansen, A. E., and Weise, H. F.: 
J. Nutrition 66: 555 (Dec.) 1958. 7. Hansen, A. E., et al: J. Nutrition 66: 565 (Dec.) 1958. 8. Ivy, A. C.: J. A. M. A. 105: 5-6 1935. 9. Lim, R. K. S., et al: Proe. Sec. 
“Exp. Biol. Med. £7: 890, 1930. 10. Smith, L. W., and Worne, H. E.: Am. J. Med. Se. $87: 602 (May) 1969. 
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Put your 
low-back patient 
back on the payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPS: Soma provides direct pain re- 
lief while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 

Kestler reports in controlled study: Average time for re- 
storing patients to full activity: with Soma, 11.5 days; without 
Soma, 41 days. (J.A.M.A. Vol. 172, No. 18, April 30, 1960.) 

Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.1.D. 


The muscle relaxant with an independent pain-relieving action 


(carisoprodol, Wallace) 


&®° Wallace Laboratories, Cranbury, New Jersey 


Dept. S-15, Professional Services Dept. 
Wallace Laboratories, Cranbury, N. J. 


Gentlemen: Please send me a physician’s sample 
of Soma. 


Dr 


Street. 


Zone. State. 


City 


Type of practice 
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THE CURRENT PLACE 
OF KANTREX (I.M.) 

IN THE SOLUTION OF 
A SERIOUS AND 
GROWING PROBLEM: 
RESISTANT GRAM- 
NEGATIVE INFECTIONS 


A SERIOUS AND GROWING PROBLEM: An increasing number of 
reports’ attest to the rising frequency of life-threatening 
infections due to Gram-negative organisms that are 
resistant to the commonly used antibiotics. Such infections 
have become almost as serious a clinical problem as 

those caused by resistant staphylococci. They assume 
critical importance in patients with low resistance and in 
patients compromised by debilitating illness. 


HOW KANTREX (INTRAMUSCULAR) MEETS THE PROBLEM: Kantrex is 
effective against many strains of Gram-negative pathogens 
that are resistant to the commonly used antibiotics.“°"*"" 
Kantrex is bactericidal, not merely bacteriostatic. It is 
rapidly absorbed after intramuscular injection, reaching 
peak blood levels in about one hour, and remains in most 
patients, in the active range for sensitive pathogens for 8 to 
12 hours. Because Kantrex is bactericidal, it often produces 
a dramatic effect even in patients with lowered resistance. 
Of the few special-use antibiotics that have been found 
effective in combating resistant Gram-negative infections, 
Kantrex has the broadest history of clinical application. 


AN UNSURPASSED SPECIAL-PURPOSE SPECTRUM: Kantrex is 
effective against a large number of resistant strains of the 
following organisms responsible for the great majority of 
life-threatening Gram-negativeinfections: E.coli, Aerobacter, 
Klebsiella, Proteus, and some strains of Pseudomonas. 
Kantrex is also active against Shigella and Salmonella. 
Response to Kantrex has been particularly gratifying in a 
large number of such infections that have been treated 
unsuccessfully with the other antibiotics. Because of its 
broad special-use spectrum and its bactericidal action, 
Kantrex has been suggested as the agent of choice in patients 
who clinically have Gram-negative bacteremia but for whom 
definitive bacteriological diagnosis is not yet available.”* 


CURRENT PLACE OF KANTREX AGAINST RESISTANT STAPHYLOCOCCI 
AND ENTEROCOCCI: In resistant staphylococcic infections, if for 
some reason Staphcillin may not be used, Kantrex should be 
considered among other antibiotics. In mixed infections 

due to strains of resistant staphylococci and Gram-negative 
organisms, both of which are sensitive to kanamycin, 
Kantrex may be a preferred antibiotic. Kantrex is also 
indicated in the treatment of some resistant enterococcic 
infections due to strains shown to be sensitive to kanamycin. 


INDICATIONS: Kantrex is indicated in the treatment of 
Gram-negative, staphylococcic and enterococcic infections 
due to organisms shown to be sensitive to kanamycin, 
including strains resistant to other antibiotics. These 
infections include septicemia, postoperative wound infection, 
soft tissue infection, peritonitis, and pulmonary infection. 
Kantrex is of particular value in urinary tract infections 
due to Gram-negative organisms resistant to 

other antibiotics. Especially serious is a long-standing 
pyelonephritis in a debilitated patient, for such infections 
constitute the most common source of Gram-negative 
bacteremias***”® which may become life-threatening. 


PRECAUTION: The major toxic effect of parenterally 
administered kanamycin is its action on the auditory portion 
of the eighth nerve. To minimize the risk of ototoxicity, the 
daily dose of 15 mg./kg. should not be exceeded nor 

should the duration of therapy be prolonged. The drug 
should be used with caution in reduced dosage in patients 
with impaired renal function to avoid excessively high 
blood levels. Evidence of renal irritation frequently occurs 
during therapy, but this effect appears to be reversible on 
cessation of therapy and is not necessarily an indication for 
withdrawing the drug if the patient’s infection is responding. 


There have been no reports of blood dyscrasias or other 
hematologic disorders, no liver toxicity. 


TWO SPECIAL-PURPOSE ANTIBIOTICS: Bristol Laboratories 
provides antibiotics for the treatment of two major categories 
of resistant bacterial infection: Kantrex, for infections 
caused by Gram-negative micro-organisms resistant to 
commonly employed antibiotics; and Staphcillin, the unique 
new synthetic penicillin for the treatment of infections 

due to resistant staphylococci. Each offers the clinician an 
effective means of dealing with life-threatening situations 
in specific bacterial infections. Consult Official Package 
Circulars for complete information on dosage, administration 
and precautions for Kantrex and Staphcillin. 


SUPPLY: Kantrex Injection, 0.5 Gm. kanamycin (as sulfate) in vial 
containing 2 ml. volume; and 1.0 Gm. in vial containing 3 ml. volume. 


REFERENCES: 1. Finland, M.: New England J. Med. 263:207 (Aug. 4) 
1960. 2. Cutts, M.: Rhode Island M. J. 43:388 (June) 1960. 

3. Hannigan, C. A., et al.: J. Maine M. A. 51:77 (March) 1960. 

4. Griffith, L. J., et al.: Antibiotics & Chemother. 10:88 (Feb.) 1960. 
5. Editorial: New England J. Med. 261:1081 (Nov. 19) 1959. 

6. Bernard, L. A. and Sutton, W. C.: A.M.A. Arch. Int. Med. 105:311 
(Feb.) 1960. 7. Kirby, W. M. M. et al.:J.A.M.A. 162:1 (Sept.) 1956. 
8. Bryer, M. S.: Am. J. Med. 18:782 (May) 1955. 9. Editorial: New 
England J. Med. 262:578 (Mar. 17) 1960. 10. Rogers, D. E.: 

New England J. Med. 261:677 (Oct. 1) 1959. 11. Holloway, W. J. 
and Scott, E. G.: Delaware M. J. 32:314 (Aug.) 1960. 12. Finland, M. 
et al.: J.A.M.A. 170:2188 (Aug. 29) 1959. 13. Schneierson, S. S.: 
New York J. Med. 60:3426 (Nov. 1) 1960. 14. Lattimer, J. K. 

et al.: ].A.M.A. 170:938 (June 20) 1960. 15. Holloway, W. J. et al.: 
Delaware M. J. 32:49 (Feb.) 1960. 16. Bunn, P. A. and Baltch, A.: 
New England J. Med. 259:659 (Oct. 2) 1958. 17. Koota, G. M. et al.: 
New England J. Med. 263:629 (Sept. 29) 1960. 18. Finegold, S. M.: 
A.M.A. Arch. Int. Med. 104:15 (July) 1959. 


NOTE: Kantrex is also available in the form of capsules for local 

effect in gastrointestinal-tract infections, for preoperative bowel 
sterilization, and for adjunctive treatment in certain hepatic comas. 
The Capsule form is not intended for use in the treatment of systemic 
infections. See Official Package Circular for complete details. 


KANTREX® (kanamycin sulfate injection) 
yen antibiotic for Gram-negative infe 


istant to commonly used antibiotics. 


BRISTOL LABORATORIES / Division of Bristol-Myers Co. 
Syracuse, New York 


SPECTRUM 
-CHART OF 

BRISTOL ° 

ANTIBIOTICS 


TETREX® (tetracycline phosphate complex) 


KANTREX® (kanamycin sulfate) 
STAPHCILLIN® (sodium methicillin) 


C. diphtheriae 


Streptococci 


‘Enterococci a 


Pneumococci 


@| @ SYNCILLIN® (phenethicillin) 


Gram-Pos. Bacteria 


Staphylococci e 


Clostridium sp. 


Gonococci 


Meningococci 


H. influenzae 


H. pertussis 


K. pneumoniae 


A. aerogenes 


E. coli 


B. proteus 


Gram-Neg. Bacteria 
elelelele 


Pseudomonas 


Brucella 


Salmonella 


Shigella 


R. akari 


R. prowazekii 


R. typhi 


Rickettsia 


R. rickettsii 


R. tsutsugamushi 


R. burneti 


Lymphogranuloma 


Psittacosis 


E. histolytica e 


Protozoa | Viruses 


*recommended for those staphylococci resist- 
ant to other penicillins 


Since not all strains of the micro- 
organisms listed may be sensitive 
to a particular antibiotic, clinical 
therapy should be guided by in 
vitro antibiotic sensitivity tests 
whenever possible. 
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relieves the tension and anxiety that contribute 
to Paieberssee A but without causing apathy or imertia. It 
leaves the patient capable of continuing normal activities. 


has been shown’ to be more effective with fewer 
side effects than other agents commonly used to control every- 
day nervousness, apprehension, tenseness and anxiety. 


TABLETS-REPEAT-ACTION TABLETS-ELIXIR-CAPSULES 
McNEIL _McNEIL LABORATORIES, INGC., Fort Washington, Pa. 


1. Batterman, R.C.; Grossman, A. J.; Mouratoff, G. J., and Leifer, P.: A Clinical Re-evaluation of 
Daytime Sedatives, Scientific Exhibit, Annual AMA Meeting, San Franciaco, Cal., June 23-27, 1958. 
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when you prescribe estrogens in the menopause... 


consider that current medical opinion favors natural estrogens 
“J think most of us have agreed here that we would use natural estrogens rather than synthetic 
estrogens because of the likelihood of producing toxic \Ufects with the synthetic compounds.” 


“We don’t use stilbestrol because it causes nausea in 4 certain ber-of-people;-wer 


don’t use ethinyl estradiol very often because of headaches and nausea in occasional 


people and we prefer conjugated estrogens in its smallest amounts. ..”* 


*Transatlantic Telephone Symposium, The Effect of Estrogens in the Menopa 

Amsterdam/New York, 1959. Transcript available on request. 

Published, J.M.A. Alabama 29:448 (May) 1960. 


in the jrenopause—there is 

no substitute for a specific A 

ee 
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rei ESTROGENS (EQUINE) 


Usual e: 1.25 mg. daily. Increase or decrease 
as required, Cyclic therapy is recommended \{3 
week regimen with 1 week rest period) to avgid 
continuous stimulation of breast and uterys. 


: : 
Pie 
- 
natural oral estrogen that imparts a “sense-of,ell-bein 
| Sian > 
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IMPROVE 
HEPATO- 
BILIARY 
FUNCTION 
AT THE 
CELLULAR 
LEVEL WITH 


CHOLAN- 
HMB* 


Cholan-HMB contains chemically pure oxidized bile acid to stimulate 
the production of a large volume of thin bile, flush the biliary tree, 
improve digestion of fats, and relieve the symptoms of dyspepsia, 
constipation and indigestion caused by intrahepatic biliary stasis. 
To counteract spasm of the biliary sphincters and relax the 
gallbladder, Cholan-HMB contains spasmolytic homatropine methyl- 
bromide. The mild sedative component helps to calm the tense, 
emotional patient with hepatobiliary dysfunction. Cholan-HMB pro- 
vides physiologic and symptomatic relief of biliary stasis in primary 
biliary dyskinesia, pre- and postcholecystectomy syndrome, cholan- 
gitis, and digestive disturbances of pregnancy. 
Cholan-HMB® — dehydrocholic acid, Maltbie, 250 mg.; 2.5 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. 1 or 2 tablets t.i.d. after meals. 
Cholan-V® — dehydrocholic acid, Maltbie, 250 mg., and 5 mg. homatropine 
methylbromide. 1 or 2 tablets t.i.d. after meals. 
Cholan-DH® — dehydrocholic acid, Maltbie, 250 mg. 1 or 2 tablets t.i.d. 
after meals. 


Supplied: Bottles of 100, 500, and 1,000 tablets. 
Contraindication: severe hepatitis; complete obstruc- 
tion of the hepatic or common bile ducts; glaucoma +e 


Maltbie Laboratories Division, Wallace & Tiernan Inc., Belleville 9, New Jersey 
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serenity 
without 


somnolence 


with sharpened mental acuity 
and restoration of normal drive 


Filuphenazine dihydrochloride 


sustained-action tablets 


just one 1 mg. tablet daily, for 
all hours of the waking day 


Supplied: Permitil Chronotabs, 1 mg., in bottles of 30 and 250. Also 
available, Permitil Tablets, 0.25 mg., in bottles of 50 and 500. < 
Complete information on the use of this drug is available on request. 


WHITE-LABORATORIES, INC., Kenilworth, New Jersey (Fez } 


; 
: 
ae 
| 
i 
i} 


"Female, 41; Dx: dermatits vennata Contactant: 
calamine-antihistam 


Allergic or inflammatory flare-up! @ 
t 
= 
. 1 tab. daily for 8 days. Results: condition com- | i 
after 72 hours of Celestone therapy. (Photogr 
| courtesy of M.M. Nierman, M.D., Calumet City, Ill.) 


Rapid remission with new Celestone 


the first major advance in corticosteroid therapy in over 2'/2 years 


Clinical worth: CELESTONE provides 
greatly enhanced antiallergic and anti- 
inflammatory effects with significantly 
lower mg. dosages. Its efficacy and safety 
have been established by 20 months of 
pre-introductory clinical trials in such 
steroid-responsive disorders as: 

¢ bronchial asthma 

e pollenosis (severe hay fever) 
allergic/inflammatory dermatoses 
inflammatory eye diseases 

rheumatoid arthritis 


Exceptional utility: From simple derma- 
toses to the more severe steroid-responsive 
conditions, the unexcelled anti-inflamma- 
tory effect of CELESTONE provides rapid 
clinical improvement with average daily 
dosages of from 2 to 8 tablets. 


Ease of use: CELESTONE has simple-to- 
follow dosage schedules for all steroid- 
responsive disorders based on a single 


tablet strength, 0.6 mg. Patients may be 
switched easily from other corticosteroids 
to CELESTONE with proper dosage adjust- 
ments. 


Safety-speed factor: CELESTONE is partic- 
ularly valuable for short-term therapy of 
acute inflammatory episodes because in- 
flammation is resolved quickly, thus help- 
ing to avoid certain corticoid side effects 
such as: 

e weight loss 
e anorexia retention 

e vertigo e muscle weakness 

e severe headache e¢ potassium excretion 


e sodium and water 


Improved response: CELESTONE also offers 
the advantage of providing an opportunity 
to restore “lost” or diminished control in 
patients receiving other steroids. 


For complete details, consult latest Schering literature 
available from your Schering Representative or the 
Medical Services Department, Schering Corporation, 
Bloomfield, New Jersey. 


Bibliography: 1. Goldman, L.: Investigation of a New Steroid in Dermatology. Paper presented at First Symposium on the Clinical Application of 
Betamethasone: A New Corticosteroid, New York City, May 8, 1961. 2. Nierman, M. M.: The Use of Betamethasone in Dermatology. Jbid. 3. Gant, J. Q., 
and Gould, A. H.: Betamethasone: A Clinical Study. Ibid. 4. Frank, L.: The Place of Betamethasone in Dermatologic Practice. bid. 5. Hampton, S. F.: 
Betamethasone—A New Steroid in Allergy: A Preliminary Report. Jbid. 6. Bukantz, S. C.: Observations on the Use of Betamethasone in the Intractable 
Asthmatic Child. Ibid. 7. Bedell, H.: A New Systemic Steroid in the Treatment of Allergies in Office Practice. Ibid. 8. Schwartz, E.: Clinical Evalu- 
ation of Betamethasone in Chronic Intractable Bronchial Asthma. Ibid. 9. Kammerer, W. H.: Observations on the Effects of Betamethasone in 
Rheumatoid Arthritis. Ibid. 10. Cohen, A., and Goldman, J.: Management of Rheumatoid Arthritis with a New Steroid. Jbid. 11. Gordon, D. M.: 
Betamethasone—A New Corticosteroid in Ophthalmology. Jbid. 12. Abrahamson, I. A., Jr.: A Clinical Evaluation of Betamethasone. Ibid. 4-371 


_ (betamethasone) Tablets, 0.6 mg. 


CELESTONE 


a new magnitude in corticosteroid activity 
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a new development 
in nonhormonal, 
anti-inflammatory 


| therapy 


more specific than steroids— 

| Acts directly on the inflammatory lesion without 
altering pituitary-adrenal function... 

without impairing immunity responses.®*'' 


more dependable than enzymes— 
Rapid and complete absorption, without the 
uncertainty of oral or buccal enzyme therapy.® 


more potent than salicylates— 


Anti-inflammatory potency of Tandearil 
markedly superior to aspirin. '? 


i tablets of 100 mg. in. 


1.A.J.: 82:1005 (May 14) 
Hf, 


nd Kiem, f. M.: 


Remarkably useful in a wide variety of inflammatory 
conditions, including: rheumatoid arthritis, 
spondylitis, gout'**; acute super- 
ficial thrombophlebitis’; painful shoulder 
(peritendinitis, capsulitis, bursitis, and acute arthritis 
of that joint)'*; severe forms of a variety 


of local inflammatory conditions®”’'®. 


The physician should be thoroughly familiar with the 
dosage, side effects, precautions and contra- 
indications of Tandearil before prescribing. Full 
product information available on request. 


: Rousselot, L. M.: Am. J. Surg. 97:429, 1959. 


10. Summary of individual case histories submitted 
to Geigy. 11. Domenjoz, R.: Ann. NY. Acad. Sc, 
86:253, 1960. 12. Smyth, C. Ann. Acad. 
Sc. 86:292, 1960. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York 
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after eleven million treatment courses:... 
consistently broad antibacterial action 


brand of nitrofurantoin 
through the years...consistently broad 
U ra a n in antibacterial action against urinary 
tract pathogens —“It was interesting 


to observe that nitrofurantoin [FURADANTIN] showed a consistent in vitro effectiveness 
against the bacteria tested throughout the four year period, thus revealing negligible develop- 
ment of bacterial resistance, if any, through the years.” souin, c.R.,etal.; Antibiot. Chemother. (Wash.) 10:694, 1960. 


*Conservative estimate based on the clinical use of FURADANTIN tablets and Oral Suspension since 1953. 
rapid, safe control of infection throughout the urinary system 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N.Y. 
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master craftsmanship 


Master craftsmanship, traditional with RAMSES for almost a half century, stands 
behind the superb quality of every RAMSES Diaphragm—both the regular and the 
new BENDEX, an arc-ing spring diaphragm. 

Quality and design make these RAMSES Diaphragms first choice of your women 
patients who appreciate elegance and comfort, along with known reliability. 


® ® 

® 
Ramses BENDEX ‘ffi 

Flexible Cushioned Flexible Cushioned 
Diaphragm Diaphragm 
The regular RAMSES Diaphragm, suitable for most For those women who prefer or require an arc-ing 
women, is constructed of pure gum rubber, with a _ type diaphragm, the new RAMSES BENDEX em- 
dome that is unusually light and velvet smooth. bodies the superior features of the regular RAMSES 


The rim, encased in soft rubber, is flexible in all plus the very best hinge mechanism contained in 
planes, permitting complete freedom of motion. amy arc-ing diaphragm. 


RAMSES “TUK-A-WAY’® Kit #701 —Designed like a fine accessory, this complete unit contains 
regular RAMSES Diaphragm 50 to 95 mm., with Introducer and 3 oz. tube RAMSES Vaginal Jelly. 
RAMSES “TUK-A-WAY” Kit #703—The same complete BENDEX unit minus Introducer (not 
required with arc-ing diaphragm). Sizes 65 to 90 mm. 


10-HOUR” Vaginal Jelly * 


* Active agent, dodecaethyleneglycol monolaurate 5% in a 


§ pectfically for use base of long-lasting barrier effectiveness. 
RAMSES, BENDEX and “TUK-A-WAY” are registered 
with Ramses Diap hra gms trade-marks of Julius Schmid, Inc. 


JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N. Y. 
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In summer respiratory allergies, 
the treatment problem is to 
relieve congestion. Valuable as 
antihistamines are against 
sneezing, itchy, weeping eyes and 
rhinorrhea, they are less effective 
against nasal congestion.’ 


NOVAHISTINE 


Novahistine provides more than 
simple antihistaminic effect. 

It shrinks congested mucous 
membranes (nasal, pharyngeal, 
laryngeal, conjunctival), opens up 
air passages, promotes sinus 
drainage, and helps prevent 
mouth breathing. 


NOVAHISTINE LP TABLETS 


8 to 12 hour relief with a single adult dose of 2 tablets. 
Each tablet contains 25 mg. phenylephrine HCI 

(a vasoconstrictor that does not increase pulse rate) 
and 4 mg. chlorprophenpyridamine maleate (a potent, 
well-tolerated antihistamine). 


NOVAHISTINE ELIXIR 


exceptionally palatable liquid that children like to take. 
Each 5 ml. teaspoonful contains 5 mg. phenylephrine 
HCI and 2 mg. chlorprophenpyridamine maleate. 


1, Beckman, H.: Pharmacology: The Nature, Action and 
Use of Drugs, 2nd Ed. W. B. Saunders Company, 
Philadelphia and London, 1961, p. 673. 


NA 
PITMAN-MOORE COMPANY 


Division of The Dow Chemical Company 
Indianapolis 6, Indiana 
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SUCCESSFUL FAMILY 
PLANNING...BASED ON 
YOUR COUNSEL AND 


LANESTA GEL 


The new baby is beautiful, but his arrival raises some problems in family planning on which the mother 
will need help — your help. What you counsel or suggest to her may determine the family’s happiness 
for many years to come. When she comes in to see you for her routine postnatal check-up, you have an 
ideal opportunity to counsel her and answer her questions. It’s also an ideal time to recommend the use of 


Lanesta Gel. 


Lanesta Gel, with or without a diaphragm, is a most effective means of conception control. Lanesta Gel 
offers faster spermicidal action because it rapidly diffuses into the seminal clot. In fact, the mean diffu- 
sion spermicidal time of Lanesta Gel is three to seven times faster than the mean diffusion times of ten 
leading commercially available contraceptive creams, gels, or jellies, according to Gamble (“Spermicidal 
Times of Commercial Contraceptive Materials — 1959”) .* 


Lanesta Gel has complete esthetic acceptance and is well tolerated. 


*Gamble, C.J.: Am. Pract. & Digest. Treat. 11:852 (Oct.) 1960. See also Berberian, D.A., and Slighter, R.G.: J.A.M.A.. 
168:2257 (Dec. 27) 1958; Kaufman, S.A.: Obst. and Gynec. 15:401 (March) 1960; Warner, M.P.: J.Am.M. Women’s A. 
14:412 (May) 1959. 


A PRODUCT OF LANTEEN® RESEARCH ~<a Distributed by 
Supplied by Esta Medical Laboratories, Inc., Alliance, Ohio © BREON LABORATORIES INC., New York 18, N. Y. 
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iron utilization i improves the picture 


In the “secondary” anemias due to chronic disease or infection, iron alone is often ineffective 
since its utilization is impeded by depressed bone marrow activity. However, RONCOVITE®-MF 
(cobalt-iron) has proved notably effective in these iron-refractory anemias’’? because of the 
unique marrow-activating effect of cobalt-created erythropoietin, the hormone which controls 
the rate of erythropoiesis. Thus, RONCOVITE-MF improves iron utilization and produces rapid 
increases in hemoglobin and red blood cell formation.** 

Each tablet contains: Cobalt chloride, 15 mg. (cobalt as ® 

pi 3.7 mg.) and ferrous sulfate vsicesiad 100 mg. RONCOVITE-mf 
(1) Weinsaft, P. P., and Bernstein, L. H. T.: Am. J. M. Sc. 

230:264, 1955. (2) Gosselin, G., and Long, L. A.: Appl. Therap. 


2:453, 1960. (3) Rohn, R. J.; Bond, W. H., and Klotz, L. J.: 
Journal-Lancet 73:317, 1953. (4) Center, W. M.: Clin. Med. LLOYD BROTHERS, INC. 


7:713, 1960. v-o14-61 Cincinnati 29, Onio 


are opiates 


how outmoded 
| in pediatric 
diarrhea? 


Entoquel 


the first pharmacologically-specific, non-narcotic 
antiperistaltic agent m controls diarrhea as rapidly 
and effectively as opiates m@ without the undesirable 
properties of opiates m pleasant butterscotch flavor 


(Complete information regarding the use of Entoquel Syrup and Entoquel with Neomycin Syrup is available on request.) 
Supplied: Entoque! Syrup — each 5 cc. contains 5 mg. thihexinol methyibromide, bottles of 6 oz. Entoquel with Neomycin 
Syrup — each 5 cc. contains 5 mg. thihexinol methylbromide and 50 mg. neomycin (from the sulfate), bottles of 6 oz. 
Availabie on Rx only. : 


) LABORATORIES, INC., Kenilworth, New Jersey 
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i AND WHEN THE DIARRHEA IS BACTERIAL IN ORIGIN 


not dru; 


For a night of deep, refreshing sleep and a lively awakening... Noludar 300...one capsule at 
bedtime promises 6 to 8 hours of undisturbed sleep without risk of habituation, without 
barbiturate “hangover,” toxicity or even minor side effects. Try Noludar 300 for your next 
patient with a sleep problem. One capsule at bedtime. Chances are she’ll tell you 


“I slept like a log” 


NOLUDAR 300 


brand of methyprylon 300-mg capsules 


: 
(ROCHE) 
=. 


continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT™ is non-hypertensive, 
non-excitatory. 


Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT” 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


1. Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
2. Levy, S.: J.A.M.A. 153: 1260, 1953. 8. Connolly, R.: W. Va. Med. J. 56: 263, 1960. 


GERONIAZOL TT 


*TEMPOTROL® (Time Controlled Therapy) 


COLUMBUS PHARMACAL COMPANY affiliate of PHILIPS ROXANE, INC. 
Columbus 16, Ohio 


References: 


S77 


Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinic Acid, 150 mg. 
Indications: Respiratory and cir- 
culatory stimulant for the aged and 
debilitated with symptoms of mental 
confusion, depression, anxiety or 
arteriosclerotic psychosis. 
Contraindications: None known. in 
recommended dosage. 


Dosage: One GERONIAZOL TT* 
tablet, b. i. d. 

Supplied: Bottles of 42 tablets (3 
weeks’ treatment). 


Doctor” 


A 16 mm motion picture — 28 minutes 


Color and sound 


Filmed in Hollywood, 
Detroit Osteopathic Hospital 
and the Kirksville College 
of Osteopathy & Surgery 


Written by Norman Reilly 
Raine who won an “Oscar” 


for his screenplay, 
“The Life of Emile Zola” 


Directed by Arthur Pierson 
Produced by Roland Reed 


“American Doctor” 
can be purchased 
or obtained on 
loan directly from 
Order Department, 


AMERICAN Productions of Hollywood 
OSTEOPATHIC Starring Donald Woods as 
ASSOCIATION 


Andrew Taylor Still 
212 East Ohio Street 


Chicago 11, Illinois 


Cost of a 16 mm. color 
print if purchased is $98.00. 


If loaned, the only cost 

is postage. In addition, 

the film should be insured 
for $125.00. 


Please allow as much time 
as possible for the process- 
ing of your order and at 
least 10 days for shipment 
of the film. 
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therapv is indicated — | 


in rheumatoid arthritis 


Aristocort 


Triamcinolone LEDERLE 
UNSURPASSED ““GENERAL-PURPOSE”’ STEROID 
OUTSTANDING FOR “SPECIAL-PURPOSE”’ THERAPY 


ARISTOCORT Triamcinolone has long since proved its unsurpassed efficacy and 
relative safety in treating rheumatoid arthritis. Mounting clinical evidence has 
shown that ARISTOCORT is also highly valuable for the “special-problem” arth- 
ritic — the patient who, because of certain complications, was hitherto con- 
sidered a poor candidate for corticosteroids. 


for example: 
SPECIAL PROBLEM: ANXIETY-TENSION 
When triamcinolone was used, euphoria and psychic unrest rarely occurred. 
(McGavack, T. H.: Clin. Med. 6:997 [June] 1959.) 


SPECIAL PROBLEM: OVERWEIGHT 
No patient developed voracious appetite on triamcinolone. Preferable for the 
overweight person whose appetite is undesirably stimulated by other steroids. 
(Freyberg, R. H.; Berntsen, C. A., Jr., and Hellman, L.: Arthritis & Rheu- 
matism 1:215 [June] 1958.) 


SPECIAL PROBLEM: EDEMA 
Since it does not produce edema, triamcinolone is useful in rheumatoid arthritis 


patients with cardiac decompensation who need steroid therapy. (Hollander, 
J. L.: J.A.M.A. 172:306 [Jan. 23] 1960.) 


SPECIAL PROBLEM: HYPERTENSION 
Triamcinolone may be included among the currently available antirheumatic 
steroids having the least tendency to cause sodium retention. (Ward, L. E.: 
J.A.M.A. 170:1318 [July 11] 1959.) 


Hypertension did not result from triamcinolone therapy. Existing hypertension 
was reduced sometimes. This may have been due to lack of sodium retention. 
(Freyberg, R. H.; Berntsen, C. A., Jr., and Hellman, L.: Arthritis & Rheu- 
matism 1:215 [June] 1958.) 


Precautions: Collateral hormonal effects generally associated with corticosteroids 
may be induced. These include Cushingoid manifestations and muscle weakness. 
However, sodium and potassium retention, edema, weight gain, psychic aberration 
and hypertension are exceedingly rare. In the treatment of rheumatoid arthritis, dos- 
age should be individualized and kept at the lowest level needed to control symptoms. 
Dosage should not exceed 36 mg. daily without potassium supplementation. Drug 
should not be withdrawn abruptly. Contraindicated in herpes simplex and chicken 
pox. 

Supplied: Scored tablets—1 mg. (yellow) ; 2 mg. (pink) ; 4 mg. (white) ; 16 mg. (white). 

Also available—syrup, parenteral and various topical forms. 


Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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the skin- 
the patient a 


Use of pHisoHex for washing the skin aug- 
ments any other therapy for acne — brings 
better results. Now, pHisoAc Cream, a new 
acne remedy for topical application, sup- 
presses and masks lesions — dries, peels and 
degerms the skin. Together, pHisoHex and 
pHisoAc provide basic complementary topical 
therapy for acne. 


pHisoHex, antibacterial detergent with 3 per 
cent hexachlorophene, removes soil and oil 
better than soap — provides continuous de- 
germing action when used often. pHisoHex is 
nonalkaline, nonirritating and hypoallergenic. 


When pHisoAc Cream is used with pHisoHex 
washings, it unplugs follicles, helps prevent 


development. of comedones, pustules and 
scarring. New pHisoAc Cream is flesh-toned, 
not greasy. It contains colloidal sulfur 6 per 
cent, resorcinol 1.5 per cent, and hexachloro- 
phene 0.3 per cent in a specially prepared 
base. pHisoAc is pleasant to use. 


A new “‘self-help’’ booklet, Teen-aged? Have 
acne? Feel lonely?, gives important psycho- 
logic first aid for patients with acne and 
describes the proper use of pHisoHex and 
pHisoAc. Ask your Winthrop representative 
for copies. 


pHisoAc is available in 144 oz. tubes and 
pHisoHex is available in 5 oz. plastic squeeze 
bottles and in bottles of 16 oz. 


pHisoHex’ and pHisoAc for acne 


trademark 


New York 18, 
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ANNOUNCING 


the NEW 
10 EDITION of 
THE 
MERCK MANUAL 


of DIAGNOSIS and THERAPY 


The new MERCK MANUAL is thor- 
oughly in step with recent diagnostic 
and therapeutic developments. It offers 
broadened coverage with the addition 
of 20 new subjects. Each of its 21 main 
sections has been updated. As with 
previous editions dating back 60 years, 
the book’s objective is to provide the 
medical and allied professions with a 
current reference so as to facilitate ac- 
curate diagnosis and promote the em- 
ployment of effective treatment. 


MUCH NEW MATERIAL ADDED 


A wide variety of disorders, not covered 
previously, appear in the new Tenth 
Edition. Disturbances in inorganic me- 
tabolism, dental and oral developmental 
defects, the malabsorption syndrome, 
group A streptococcal infections, toxo- 
plasmosis, pulmonary granulomatoses, 
newly recognized viral diseases, and 
genetic metabolic anomalies are all 
included. 

Other revisions deal with the care of 
normal newborns and preschool chil- 
dren; antihistamine, thrombolytic, diu- 
retic, and psychopharmacologictherapy ; 
the dermatitides; resuscitation methods; 
tubeless gastric analysis, rheumatoid 
arthritis tests, identification of tumor 
cells in body fluids, the diagnostic use 
of radioisotopes, and many other timely 
topics. 

More than 100 authorities in various 
fields of medicine served as authors or 
consultants in the handbook’s prepara- 
tion. Several hundred prescriptions are 
included along with nine special therapy 


Contains 1900 pages, 384 
chapters; thumb-indexed; 
size 414” x 634"; blue, gold- 
stamped Fabrikoid® binding. 
De luxe, gold-edged edition 
also available. 


chapters—conveniently grouped in one 
section categorized according to clinical 
indications and mode of action. 

The Merck Manual is published by 
Merck Sharp & Dohme Research Lab- 
oratories, Division of Merck & Co., 
Inc., as part of a program of service to 
the medical and allied’ professions. 


USE COUPON 
TO PLACE YOUR 
ORDER NOW 


MERCK & CO., INC., Rahway, New Jersey, Dept. JO-6 

Please send me a copy of the new 10th Edition of The Merck Manual. I will 
pay for book or return it within 30 days after receipt. 

C) Regular edition $7.50 [] De luxe edition $9.75 

C1) I enclose check for cost of book. ( Bill me. 


Name 


Street 


City. Zone State 
PLEASE PRINT CLEARLY ae 
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SSTAPHCILLIN... EFFECTIVE IN 
1FE-THREATENING INFECTIONS 
BCAUSED BY RESISTANT STAPHYLOCOCCI 


indocarditis, Septicemia, 


and Osteomyelitis 
A 10-year-old boy was admitted to 


BB the hospital on August 11, 1960, 


acutely ill with high fever, and 


ad Severe pain and swelling of the 
See right knee, right thigh, and right 
elbow. Six days before, he 


had injured his right knee. On 
Bdmission he had a systolic 
murmur. A short time later cardiac 
enlargement, slurring of speech, 
and ataxia of the right arm and 
leg developed. Blood culture 
revealed an abundant growth of 
coagulase-positive staphylococci; 
the same organisms were later 
identified in material drained 
from a large abscess surrounding 


® part of the right femur, which 


was denuded of periosteum. The 
diagnosis was acute osteomyelitis, 
septicemia, and endocarditis 


caused by staphylococcal infection. 


Over a period of 7 weeks, 
the following antibiotics were 
administered, but were 
discontinued because of 
inadequate improvement or 
toxicity: penicillin G, 


© tetracycline, chloramphenicol, 


kanamycin, vancomycin, 
novobiocin, erythromycin, and 
fistocetin. Staphcillin was 
started on Sept. 29, 1960, 1 Gm. 
LM., q. 6h. (later reduced to 

8 Gm. daily), and was given for 
54 days. Shortly following 
initiation of this therapy, he 
became afebrile, and there was 
marked clinical improvement 
thereafter. There were no side 
effects from Staphcillin. As of 
March, 1961, he had had no 
recurrence of the infection, was 
afebrile, had gained weight and 
the ataxia and speech defect had 
almost disappeared. There was 
residual heart murmur. There 
were signs of osteomyelitis in the 
right femur on X-ray examination. 


Evans, W. E.: | to of Clin. 
Invest., Bristol Labora 


Empyema and Concurrent 
Pseudomonas Wound Infection 


A 61-year-old male was injured 
in an automobile accident. He 
was operated upon for lacerations 
of the spleen, left diaphragm, 
pericardium, and left ventricle. 
He later developed a Staph. 
aureus empyema and a 
Pseudomonas aeruginosa 
abdominal wound infection. 
Chloramphenicol, erythromycin, 
and penicillin G were given, 

but discontinued because of 
inefficacy. Staphcillin was then 
administered, 2 Gm. q.i.d., for 
30 days. Polymyxin B was 
administered concurrently for 
the Pseudomonas infection. 

The condition was improved, 
with apparent elimination of all 
infecting bacteria. 

Hewitt, W. L.: Report to Dept. of Clin. 

Invest., Bristol! Laboratories. 


Pneumonia following 
Laparotomy 

A 37-year-old man had a 
laparotomy performed at which 
acute pancreatitis was found. 
Postoperatively, he developed a 
bilateral staphylococcal 
bronchopneumonia. The organism 
was resistant to penicillin G. 
Before the laboratory tests were 
reported, he had been given 
massive doses of penicillin G for 
three days with no temperature 
response. Staphcillin was given 
intravenously, 1 Gm. every four 
hours, after which his temperature 
became normal in 48 hours, 
“and his clinical response was 
most gratifying.” 

Branch, gro K. C.; Lee, R. W., and 


er, E. Canad. M. A.J. 83:991 
(Nov. 5) 1960. 


Enterocolitis after 

Abdominal Surgery 

A 65-year-old woman had profuse 
watery diarrhea 3 days after an 


abdominal operation. She became 
acutely ill, with a temperature of 
103°F., tachycardia, leukocytosis, 
and fluid and electrolyte loss. 
Staphylococci in pure culture 
were identified on stool smear 
and culture. Tetracycline, which 
she had been receiving since 
operation, was discontinued, and 
Staphcillin (1.5 Gm. every 6 
hours) administered parenterally. 
Within 48 hours she was 

afebrile, and the diarrhea had 
subsided. Staphylococci were 
eliminated from the stool. She 
received Staphcillin for 8 days, 
and was discharged as well on 

the 11th postoperative day. 
Rutenburg, A. M.; Greenberg, H. 


Schweinburg, F. B.: ew Eng. J. 
263:1174 (Dec. 8) 1960. 


Septicemia and Empyema — 
Abscess on Hip 

A 4-week-old infant was gravely 
ill with a large abscess on the right 
hip. Staph. aureus, type 80, was 
isolated from this abscess, from 
blood culture and urine, and from 
an empyema. There was no 
response to parenteral penicillin 
G and streptomycin, and 
treatment was begun with sodium 
methicillin. There was immediate 
improvement; the blood culture 
and urine became sterile; and 
within 5 days the discharge from 
the abscess cavity and empyema 
were also sterile. The infant’s 
general condition improved, and 
within two weeks he was lively 
and feeding well. Treatment was 
continued for 20 days, during 
which time all signs of active 
infection subsided. “There is 
little doubt,” reported the 
investigators, “that in this case 

a severe staphylococcal pyema 
was rapidly controlled and that 
BRL 1241-[sodium methicillin ] 
had a life-saving eff 


Stewart, G. T.; Nixon, mica M.T. 
Bit i703 (Sept) 
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STAPHCILLIN...EFFECTIVE IN 
SKIN, SOFT TISSUE AND BONE INFECTIONS 
CAUSED BY RESISTANT STAPHYLOCOCCI 


Persistent Multiple Boils 

A 58-year-old male, who for many 
weeks had suffered from multiple 
boils from which resistant 
staphylococci were isolated, was 
treated for 3 days with sodium 
methicillin, 1 Gm., q. 4h., 
followed by 1 Gm. q. 6 h. for 
another 3 days. Previous 
treatment with chloramphenicol 
and erythromycin had been 
unsuccessful. At the end of the 
6-day period there was complete 
resolution of all the boils, and 
the patient was discharged from 
the hospital. There has been 

no recurrence. 


sen, E. T., and Roll G. Nu: 
oe ii: 70 (Sept.) "1960. 


Cellulitis and Abscess 

A 22-year-old male was treated 
for ceilulitis and purulent abscess 
of the left thigh, resulting from a 
wound. Staph. aureus, resistant 
to penicillin G, was isolated from 
the wound tissue. Penicillin G, 
tetracycline, and erythromycin 
proved ineffective. Staphcillin 
was then administered for 17 
days, 1 Gm., 5 times daily. The 
elimination of the infective 
organisms was impressive. 


Bunn, P. A.: Report to Dept. of Clin. Invest., 
Bristol Laboratories. 


Submandibular Abscess 

A 24-year-old man was suffering 
from a submandibular abscess 
secondary to obstruction and 
infection in the submandibular 
duct. This abscess was drained 
surgically three days before 
antibiotic therapy, and a heavy 
growth of coagulase-positive 
Staph. aureus was cultured from 
the wound. He was given 
chloramphenicol (to which the 
organism was reported sensitive ) 
for 7 days, but continued to have 
a positive culture. Staphcillin 
was then given intramuscularly 


for one week. The temperature 
dropped from 99.6°F. to normal 
within 24 hours. The drainage 
soon disappeared. The patient 
recovered, and was discharged 
from the hospital two weeks later 
without any subsequent 
antibiotic treatment. 


Rodger, K. W., and 
Power, E. E.: Canad, M. A. J. 83:991 (Nov. 5) 1960. 


Osteomyelitis of Femur — 
Recurrent for 3 Years 

A 42-year-old woman had a 
recurrent osteomyelitis of the left 
femoral shaft for three years. 
Upon this admission to the 
hospital, swelling, heat and 
tenderness of the thigh were 
present. Operation revealed a 
purulent abscess extending into 
the medullary bone. Cultures 
showed Staph. aureus. The 
patient was treated with 
Staphcillin and probenecid for 

6 days, following which the 
drainage became temporarily 
negative for staphylococci. After 
an interval of 10 days, a second 
course of the same treatment was 
started. Eight days later, the 
drainage became negative for 
staphylococci, and subsequently 
the incisions closed. The patient 
was treated for a total of 35 

days, and was discharged as 
symptomatically improved. 

She was readmitted two months 
later, and was again treated 
with 8 Gm. of Staphcillin and 114 
Gm. of probenecid per day, for 
three months, with eo 


Rifkind, D., and Kni ya R 
Dept. of Clin. invest., Bristol 


Retropharyngeal Abscess 

A 24-year-old male was 

treated for a prevertebral, 
retropharyngeal abscess. The 
infection was caused by Staph. 
aureus, phage type 80/81. 
Tetracycline, novobiocin, and 


vancomycin were only partially 
effective. Staphcillin was then 
given I.M., 1 Gm. 6 times per day, 
for 24 days. The patient was 
cured. There was a mild local 
~— at the site of injection. 


son, R. A it. of Clin. Invest., 
Brietat Ca Laboratories 


Multiple Carbuncles 
and Furunculosis = 
A 53-year-old male orderly with 

multiple carbuncles and furuncles, 

from which staphylococci 

resistant to penicillin G were 

cultured, had been followed 2 
as an outpatient for five weeks. =e 
New lesions occurred in different 
areas, from which the same 
organisms were isolated. 
Staphcillin was given 
intramuscularly, 1 Gm. q. 6 h., 
for seven days. Follow-up 

cultures were negative, and all 
lesions were closed. 


Canad. Me 5) 1960 


= 


Vertebral Osteomyelitis with 
Retroperitoneal Abscess 
(Superinfection) 

An 18-year-old patient with 
recurrent staphylococcal 
osteomyelitis of the spine, 
developed a retroperitoneal 
abscess. Previous therapy 

with chloramphenicol and 
erythromycin was ineffective. 
Staphcillin was given, 2 Gm. 

q. 6 h., for 18 days, and 1 Gm. 
q. 6h., for 17 days. Superinfection 
with Pseudomonas aeruginosa 
occurred, and polymyxin B was 
given concurrently with 
Staphcillin. There was excellent 
clinical and bacteriological 
response to both antibiotics, Five 
months later, neither infection 
had recurred. 


Hewitt, W. L.: R 
Bristol Laborat 


Dept. of Clin. Invest., 
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STAPHCILLIN THERAPY... 


Summary of response in staphylococcal disease 


TYPE OF INFECTION 


Soft tissue infection 


Lower respiratory 
(pneumonia, empyema 
bronchitis, lung abscess) 


Osteomyelitis 
Septicemia 


Endocarditis 
(acute & subacute) 


Genitourinary 
Upper respiratory 
Enterocolitis 


CNS (abscesses and 
meningitis) 


Septic arthritis 


433 349 25 33 (7) 


*[S-satisfactory response; improved or cured] [NC-no change) [l-indeterminate response; not stated or insufficient data] [D-died; ()-No. of 
deaths due to infection; other deaths were due to causes such as coronary thrombosis, pulmonary embolism, terminal. carcinoma, etc.] 


The data in the above table were compiled from published articles and reports te The Department of Clinical Investigation 
of Bristol Laboratories. 


Of the 433 patients included in this summary, 256 received one or more of 21 different 

antibacterial agents prior to initiation of Staphcillin therapy. Among these patients, 147 received 
chloramphenicol, 72 received erythromycin, 34 received kanamycin, 28 received novobiocin, 

28 received vancomycin. . 

The two major reasons given for discontinuing other antibiotics were: 

1. previous antibiotic was ineffective; 2. previous antibiotic demonstrated toxicity. , Bes | 


\ 
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SUMMARY OF 
SENSITIVITY 
STUDIES 


Published data and reports to 

the Department of Clinical 
Investigation, Bristol Laboratories, 
concerning sensitivity of 
staphylococci to Staphcillin 

are summarized to date 

(March, 1961) as follows: 


Total number of isolates... .. 8,060 


No. of isolates with a 

Minimum Inhibitory 
Concentration (M.I.C.) 

of 6.25 mcg./ml. or less 

(45 investigators) ........... 8,052 


No. of isolates with an M.1.C. 
of more than 6.25 mcg./ml. 
(4 investigators: Jevons, 


Rutenburg, Katz, Eichenwald)....8 
(0.09%) 


= Blood levels well over 12 mcg./ml. 
are commonly reached for limited 
periods following the recommended 
LM. or I.V. dosage of Staphcillin. 
Many infections caused by strains 
an M.I.C. of 6.25 mcg./ml. have 
Siresponded well to treatment with 
mathe recommended dosage. The rare 
fincidence to date of strains of 
taphylococci with an M.I.C. of 
ore than 6.25 mcg./ml. is shown in 
he above summary (0.09% of 
75,060 isolates). Only in the future, 
following treatment of a sufficient 
umber of such cases, can it be 
facnown whether they will respond to 
Sestaphcillin, and further, what the 
highest M.I.C. might be that is 

‘consistent with good 
linical response. 


THE ACTIVITY 

OF STAPHCILLIN 
IS VIRTUALLY 
UNAFFECTED BY 
STAPHYLOCOCCAL 
PENICILLINASES 


The width of the clear zones around 
the sensitivity discs in Figs. 1 and 

2 shows that Staphcillin acts against 
this resistant strain, and that 
penicillin G has little or no effect. 
The similarity in the width of the 
zones around Staphcillin discs in the 
light and heavy (increased 
concentration of penicillinase) 
inocula shows that penicillinase- 
producing staphylococci have 
virtually no effect on the 
antistaphylococcal activity 

of Staphcillin. 


The clinical effectiveness of 
Staphcillin against penicillin 
G-resistant staphylococci is most 
probably related to Staphcillin’s 
demonstrated resistance to 
destruction by penicillinase. 


Fig. 1 


Li 
inculum 


CONCURRENT 
ANTIBIOTIC 
THERAPY IN 
MIXED OR 
SUPERINFECTIONS 


If mixed or superinfections due to 
Gram-negative organisms occur 
during Staphcillin therapy, 
appropriate measures should be 
taken. Clinical experience reported 
to the Department of Clinical 
Investigation, Bristol Laboratories 
can be summarized as follows: 
One or more antibiotics were 
employed concurrently with 
Staphcillin in the treatment of 

88 patients. Of these, 73 improved, 
and there was no change in 5. 
There were 10 deaths, all of which 
were unrelated to antibiotic 
therapy; e.g., coronary thrombosis, 
pulmonary embolism, terminal 
carcinoma, etc. Among the 
antibiotics most commonly used 
with Staphcillin in this series of 
88 patients were polymyxin, 
colistin, bacitracin, streptomycin, 
kanamycin and chloramphenicol. 


Penicillin G 


STAPHCILLIN 


Fig.2 
Heavy 
inoculum 


STAPHCILLIN 
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FOR INJECTION 


opriate measul 
taken. 


fi Aled = 
Jalent to 900 mg. of 


nson 


henever vou desire additional 
ormat ion conerrning clinical 


‘Plaza 7-8520. or mail 
Medical Department. Bristol 
Laboratories, Fifth 


SYRACUSE, N. 


sensitive to a lar rapy Should be guided by in 


INDICATIONS: Stapheillinis, swith Staphcillin, Trepe tol 
olved in aninfection are children — 25 mg. per kg, of bod) 
canbe further guided by judgment Adubis The Eng J. Med. 263: 1174 (Dee. 8) 190, 
action, and by considerations of. A.. al. per presented at 
venience of administrath ept. 7. 1960, State University of New 
t issue thema hav occasto nal : York. 8. Casson. ..and Lannon, J: 
Skin and soft tissu infec observed during treatment and after ide supra 9. White. and Varga. 
dindance of thernpy. Paticnte ride supra 10. Knight. Vo and 
mphangitis and |) urticaria, and previous sensitivit (Sept. 3) 1960. 12, Pindell, 
te endocarditis, acute complete resistance you may a he Department 
osteomyelitis and enterocolitis. of Staphcillin to destruction by services of the Medical D 
gonococci, shoul: treatment of allergic reactions. If 
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CONVENIENT, LONG-ACTING 


the predictable, specific agent to relieve anxiety and tension 


meprobamate, Wyeth 


. . . . . . | 
| | | 


FORM OF EQUANIL 


The average adult daily dose is 1 capsule twice a day although a dosage range up to 2 capsules twice a day may be required 
by certain patients. Supplied: 400 mg. capsules. 

For further information on limitations, administration and prescribing of EQUANIL L-A, see descriptive literature or current 
Direction Circular. Wyeth Laboratories Philadelphia 1, Pa. 


a 
| CAPSULES 
‘ 


When 


incontinent, 


consider the person who provides the care. 


These home nursing aids are available in drug departments everywhere. 


Chux’® Disposable Underpads Chix® Adult Gauze Diapers 


Controls fluid and fecal discharges while With extra absorbent center panel 
keeping bed linen clean and dry. Medi- _ offering complete protection for both 
cated to help prevent skin irritation. bedridden and ambulatory inconti- 
Available (13” x 17%” and 17%” x 24”) nents. Fits any waist size up to 44”. 


Chix” Cleaners 
Soft, disposable, fabric 
tissue. Used wet or dry 
as an ointment applicator 
or rectal wipe. 


PROFESSIONAL PRODUCTS DIVISION CHICOPEE MILLS, INC. 47 Worth Street, New York 13, N.Y. 


© CM, INC. 196% 


Send for free 24 page booklet “Home Care of the Incontinent”’ 
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now in threatened premature delivery 


Brand of piperidolate hydrochloride, hesperidin complex and vitamin C 


maintains gestation / increases fetal survival rate 


“Dactil has been used as a preventive meas- 
ure with great success and with no untoward 
effects.””" 


In a study of 618 pregnancies over a period 
of 4 years, premature births were reduced 
from 13.1% of 168 patients without Dactil 
to 4.7% of 450 patients with Dactil.? In the 
treated patients birth weights were increased. 


Dosage: 1 tablet q.i.d. from the beginning of preg- 
nancy in any patient with a history of previous 
difficulty. For more information send for Dactil-OB 
brochure. 


(1) Stephens, L. J.: Prevention of Premature Delivery: Am. J. Obst. 
& Gynec. 70:6 (June) 1958. (2) Stephens, L. J., in press. 72561 
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...with the first total anti-arthritic therapy 


More than just anti-inflammatory therapy _ osteoarthritis, rheumatism, spondylitis, fibro- 
alone... DELENAR stops rheumatic inflamma- __ sitis, myositis, chronic fibromyositis. 

tion, with the more active corticosteroid, Formula: 

DERONIL...and DELENAR relaxes painful 


DeroniL® (Dexamethasone) ......... 0.15 mg. 
muscle spasm with a proved muscle relaxant — jowest dosage anti-inflammatory steroid 
...and DELENAR quickly relieves motion-stop- : 
ping pain with better tolerated aluminum aspi- Orphenadrine HC] ............... ene 15 mg. 
rin...for comfortable restoration of motion.’” 
Now you can restore motion safely, surely with Aluminum Aspirin ...............04 vee STO ME. 


DELENAR in mild rhenmatoid erthritis, euely fast analgesic relief of motion-stopping pain 


ay, 1. Ernst, E. M.: Pennsylvania M. J. 63:708 (May) 1960. / 2. Settel, E.: Clin. Med. 7:1835 (Sept.) 1960. 


prescribe 


Delenar 


anti-inflammatory 
relaxant 
analgesic 


— 


SHORTENS THE 
HEALING TIME... 
DIAPER RASH 


Before application of A and D Ointment—Typical 


diaper rash with excoriation of skin. 


After application of A and D Ointment —Diaper rash 
has completely disappeared within one week. 


OINTMENT 


completely safe, highly effective—heals, soothes and protects / A and D Ointment both treats 


and prevents diaper rash. In seconds, it soothes painful irritated skin—starts to heal excoriation. It may 
be applied liberally at every diaper change, is eminently safe for even the most delicate tissues. Will 
not stain the skin or wash away in body secretions. Easily laundered from diapers or clothing. / A and D 
Ointment is also useful for pressure sores, varicose and chronic ulcers, nipple care (fissured nipples), 
episiotomy and circumcision wounds, eczema, detergent dermatitis, burns, wounds and skin abrasions. 
Available: 142 and 4 oz. tubes; 1 and 5 Ib. jars. Also, A and D Ointment with Prednisolone, 10 and 25 gm. tubes. 

WHITE LABORATORIES, INC. / KENILWORTH, NEW JERSEY Wik 
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a 


multivitamin 


everybody tikes 


a 
multivitamin in 
the pleasant tasting 


SOF TAB?® form 


ulvidre 


melts in the mouth 
no water needed 


ACH TABLET CONTAINS: 
VITAMIMS 

Biz as meg, 
Gicium Pantothenate......3 mg. 
fecinamide 
new Stuart lonex-12 increases Vitamin 
bsorption five-fold, 

OSAGEi 1 tablet daily or more as 
diracted. by physician. 
VAILABLE: Bottles of 50 & 100 tablets 
oll pharmacies. 


adults 
2 


OUR UNRESPONSIVE “ARTHRITIC” MAY BE. 
UFFERING FROM CHRONIC GOUTY ARTHRITIS 


5 per cent of all. patien suffering from arthritis really have gouty arthritis.’ Although frequently overlooked? 
atts is diagnose ‘if this possibility in all chronic joint distress. Elevated 


agent, thee acute and TYLENOL" Acetaminophen, the effective 
‘does not interfere a uricosuric action. Thus, TRIURATE ponte ‘relieves chronic discomfort, prevents acute 


0. Acetaminophen 300 mg. 
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>NEIL LABORATORIES, INC - FORT WASHINGTON, PA 


| 
New. 
| unique product for 
Nausea and Vomiting ag 

of Pregnancy 


motion sickness | 


inner ear disturbance 


Bucladin 


pleasant-tasting Softab* form 
melts quickly in the mouth © 
no water needed. 


attacks basic causes centrally 
and peripherally. 


contains both antiemetic 
and antispasmodic. 


well tolerated « long acting. 
lower in cost. 


Each Softab Contains: 
Buclizine Dihydrochloride . 50 mg. 
10 mg. 
Scopolomine (Hyoscine) .. 0.2 mg. 
mijAtropine 0.05 mg. 
.......... 0.05 mg. 


Write for samples and literature 


THE STUART COMPANY, PASADENA, CALIFORNIA 


“TRADEMARK 
PATENT PENDING 


- | : 
; 
| 
; 
| 
te 
4%. 


Now arthritic flare-ups 
can controlled 
with much lower steroid dosages 


With Somacort to relax muscles and relieve pain, 
tender joints need far less steroid 
to reduce inflammation 


Somacort is a safe, logical step-up in 
treatment during the rough days when 
your patients need more than salicyl- 
ates to keep comfortable and active. 

Soma, by itself, benefits many ar- 
thritics by relieving the muscle spasm 
and pain which arise from joint inflam- 
mation. Thus with Somacort, which 
combines Soma with prednisolone, the 


amount of steroid needed to control in- 
flammation' can be kept within more 
conservative limits. 

Somacort is well tolerated even 
when used for long-term therapy in 
more serious cases. 


1. Wein, A. B.; The Use of Carisoprodol (SOMA) in Orthopedic 
Surgery and Rehabilitation, Miller, James G., ed., Wayne State 
University Press, Detroit, Michigan, 1959. 


Recommended dosage: 1 or 2 tablets q.i.d. (Each tablet 
contains 350 mg. carisoprodol, 2 mg. prednisolone) 


(carisoprodol, Wallace, with prednisolone) 


Wallace Laboratories, Cranbury, New Jersey 
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improvement 


TYF 
MORE RAPID PROTECTION 
PURIVAX Poliomyelitis Vaccine provides earlier establishment of immunity in a 
significant proportion of patients. Studies have shown that, after only two doses 
of the recommended three-dose series, 98 to 100 per cent of patients are immune to TYE 


Type I (Parker), 97 to 100 per cent are immune to Type II, 92 to 100 per cent 
are immune to Type III.”? 


GREATER SAFETY 
PURIVAX Poliomyelitis Vaccine induces high antibody titers against all three types 


of poliomyelitis virus. Moreover, the highly virulent Mahoney strain of Type I has a 
been replaced by the less virulent Parker strain for even greater safety. Dosage 
cular or : 
INCREASED PURITY 
Antigen of monkey kidney origin is not detectable serologically —the possibility of em pre! 
poliomy¢ 
allergic sensitization is thus minimized. istered t 
to the d 
The high degree of purity of PURIVAX Poliomyelitis Vaccine makes possible the use of Supplied 
precise physical and chemical methods of standardization: each miililiter contains Before ' 
detail 
a uniform weight of inactivated-virus antigen. - 


After Only TWO Injections 
_ Percentage of Patients Showing Immuni 


POLIOMYELITIS VACC 
(COMMERCIAL SALK) 


ED 


POLIOMYELITIS VACCIN 
(COMMERCIAL SALK) | 


POLIOMYELITIS VACCINE , 
(COMMERCIAL SALK) 


1. Hilleman, M. R., Charney, J., Tytell, A. A., 


Dosage and Administration: It is recommended that three injections (intramus- 
Weihl, C., Cornfeld, D., Ichter, J. T., Riley, H. D., 


cular or subcutaneous) of 0.5 cc. each be given, with an interval of 4 to 6 weeks nter, J. 4 

ae hae ee Jr., and Huang, N.: Investigation into the 
between the first and second injection. The third injection should be adminis- development and of 
tered 7 months or more after the second injection. vaccine containing standardized amounts of 
The preferred procedure is to complete immunization before the season when 
pliomyelitis characteristically increases. However, the vaccine may be admin- New Jersey, April 20, 1960. 


istered throughout the summer season. Special circumstances such as exposure ea 


to the disease, tonsillectomy, or trauma are not considered contraindications. 2. Hilleman, M. R., Charney, J., Tytell, A. A., 
Weihl, C., Cornfeld, D., Ichter, J. T., Riley, H. D., 


Supplied: 2-cc. vials (4 doses). Jr., and Huang, N.: Progress in the Development 
ite of a Purified Poliomyelitis Vaccine, presented at 
Before prescribing or administering PURIVAX, the physician should consult the the Fifth ecb “ Poliomyelitis Conference, 


detailed information on use accompanying the package or available on request. Copenhagen, Denmark, July 27, 1960. 


@ MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., WEST POINT, PA. 


PURIVAX is a trademark of Merck & Co., Inc. 
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SPECIFIC ACTION... 
FROM CARDIOSPASM TO RECTOSPASM 


CAPSULES 


DACTIL 


the only brand of piperidolate hydrochloride 

FOR UPPER G.I. DISTRESS 

¢ “unique” antispasmodic with power- 
ful local anesthetic properties! 
“...Specific for upper gastrointestinal 


299 


pain and spasm... 
“ ..no toxic effects resulting from the 
clinical use of this compound have 
been reported.””! 


TABLETS 


NTIL 


the only brand of mepenzolate bromide 


FOR THE COLON 
..the most effective available 
colonic anticholinergic...’ 
“...provides selective action, 
confined principally to the lower 
G.I. tract.’”4 
- “... singularly free of the side- 
effects commonly encountered 
with anticholinergics.”’> 


DACTIL provides most rapid relief of gastrointes- CANTILis highly effective in ulcerative colitis, irritable 
tinal spasm, biliary spasm, cardiospasm, pyloro- colon, mucous colitis, spastic colitis, diverticulitis, 
spasm, spasm of biliary sphincter, biliary diverticulosis, malabsorption syndrome, rectospasm, 
dyskinesia, gastric neurosis and irritability, post- diarrhea following G.I. surgery, bacillary and para- 
gastrectomy syndrome,and is useful as adjunctive sitic disorders. 


therapy in selected inflammatory hypermotility ‘The effect of CANTIL on the bladder is negligible, but 


states. DACTIL is almost entirely free of side 


eflecta Wat should be withheld in glenceme. caution should be observed in patients with prostatic 


hypertrophy. As with all anticholinergics, it should 
Supplied: pactiu (plain) 50 mg.; and DACTIL with be withheld in glaucoma. 


Phenobarbital, 50 mg., with 16 mg. phenobarbital s 
- — upplied: CANTIL (plain) 25 mg.; and CANTIL with Pheno- 
(may be habit forming). Bottles of 50. barbital, 25 mg., with 16 mg. of phenobarbital (may be 
habit forming). Bottles of 100 and 250. 


References: (1) Rider, J. A.; Moeller, H. C., and Lee, J.: Am. J. 
Gastroenterol. 32:714, 1959. (2) Modern Drug Encyclopedia and 
Therapeutic Index, ed. 6, New York, Drug Publications, Inc., 1955, 
LAKESIDE p. 281. (3) Kleckner, M. S., Jr.: J. Louisiana M. Soc. 108 :359, 1956. 
(4) Kleckner, M. S., Jr.: Clin. Res. Proc. 5:19, 1957. (5) Riese, 
J. A.: Am. J. Gastroenterol. 28 :541, 1957. 72665 
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Manipulative body mechanics therapy: 


I. Sacroiliac joints 


J. WILLARD JOHNSON, D.O.,* Minneapolis, 
Minnesota 


It is important in manipulative therapy to differ- 
entiate between two basic objectives: (1) treatment 
of reflex spinal lesions, and (2) treatment of basic 
lesions in the body mechanics and of the secondary 
effects of these lesions upon the spinal and other 
articular structures. 

Reflex spinal lesions, as identified by muscle 
spasm and tenderness in the involved area, occur as 
the somatic manifestations of visceral disease, toxic- 
ity, and stress. Somatovisceral reflexes developing 
in or through the lesioned segments then produce 
changes in autonomic functions which interfere 
with the ability of the body mechanisms to deal 
efficiently with the original disease factors.! This 
vicious circle of viscerosomatic and somatovisceral 
reflexes is effectively interrupted by manipulative 
treatment which employs deep kneading, passive 
motion, or quick separation of joints in the area of 
lesion. Such treatment diminishes the local muscle 
spasm and congestion and tends to restore normal 
balance of the autonomic nervous system, thus en- 
abling the natural defensive and recovery mecha- 
nisms of the body to function more efficiently. 

The phrase “basic lesions in body mechanics” 
refers to primary defects in the body structure 


which give rise to strain and irritation. Local and . 


referred pain mav or may not develop, according 
to the severity of the strain. The strain and irrita- 
tion result in muscle spasm, inflammation, and fibro- 
sitis affecting the spinal tissues, and in visceral 
and circulatory disturbances based upon autonomic 
dysfunction resulting from the somatovisceral re- 
flexes originating in the area of strain. 

Part II, on the upper dorsal lesion complex, will appear in the July 
issue of THe JOURNAL, 


*Address, 2723 E. 38th St. 


JOURNAL A.O.A., VOL. 60, JUNE 1961 


The essential basic lesions in body mechanics 
are identified in clinical experience as slipped sa- 
croiliac joints, slipped upper dorsal costovertebral 
joints, localized fibrosis which restricts mobility of 
vertebral segments, and defects resulting in body 
imbalance (chiefly unequal leg length).2 These 
basic lesions are apparently predisposed by me- 
chanical instabilities arising out of man’s incomplete 
adaptation to the upright posture, and are present 
in varying degrees and combinations in practically 
all individuals. 

This paper deals in its two parts with the 
diagnosis and treatment of slipped sacroiliac and 
costovertebral joints, and with the diagnosis and 
treatment of proliferative and degenerative soft- 
tissue changes which restrict mobility of the upper 
dorsal spinal segments. 

With identification of the primary lesions in body 
mechanics, and the development of efficient diag- 
nostic and therapeutic methods, a basically stand- 
ardized procedure in manipulative body mechanics 
therapy is established. 


Nature of sacroiliac lesions 


The primary lesion affecting the sacroiliac joint is 
a traumatically produced abnormal relationship of 
the articular surfaces which locks the joint against 
normal free motion. The “slipped” joint is under 
strain which is aggravated by weight-bearing ac- 
tivity. 

The typical sacroiliac lesion involves slips of both 
sacroiliac joints, with the pelvis usually, though not 
always, in a position of torsion. This pelvic “twist” 
is readily apparent upon examining the relationship 
of the innominate bones with the patient standing 
in forward flexion, knees extended. The innominate 
appears to be rotated forward on one side and 
backward on the other. The pelvic twist produced 
by sacroiliac maladjustment must be differentiated 
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Basic lesions in body mechanics 

Somatic pain 
Secondary spinal pathology 
1 


Autonomic nervous system imbalance —» Visceral disease, toxicity, and stress 
(somatovisceral reflex) 


Reflex spinal pathology 
(viscerosomatic reflex) 


Visceral disease, toxicity, and stress 
(from other than mechanical causes) 


SCHEMATIC DIAGRAM OF THE SPINAL LESION PROCESS 


from the mechanical defect produced in the lower 
back by acute inflammation and muscle spasm. 

Sacroiliac strain results in inflammation involving 
primarily the sacroiliac ligaments, but also the liga- 
ments and muscles of the lumbosacral junction and 
the lumbar spine. The inflammation progresses into 
its chronic phases of fibrositis and secondary arthri- 
tis, and it may flare up in an acute form. 

Typical symptoms of sacroiliac strain include 
lumbar and sacral backache, pain variously located 
in the lower extremities or in the inguinal regions, 
attacks of acute low-back pain (sacroiliac or lum- 
bosacral sprain), “sciatic” pain, lumbodorsal pain, 
cramping of the muscles in the lower extremities, 
and arthritis in the lower back and in lower ex- 
tremity joints. 

Somatovisceral reflexes, originating in sacroiliac 
strain and related spinal soft-tissue changes, result 
directly in symptoms of visceral and circulatory 
dysfunction, and are an important stress factor in 
the causation of chronic disease processes. 

A slip of the sacroiliac joint is postulated on clini- 
cal experience, in which an identifiable mechanical 
defect involving the joint is found to be associated 
with characteristic symptoms; upon removal of the 
defect the identifiable mechanical change toward 
normal is accompanied by recovery from the symp- 
toms. Upon recurrence of the same or related 
symptoms, the mechanical defect is again found to 
be present. The experience is repeated in the same 
and in different individuals with predictable se- 
quence. 

It is the purpose of the following study to dem- 
onstrate the above tenets in therapy. 


Diagnosis of the slipped sacroiliac joint 


A slip of the sacroiliac joint is identified by the re- 
sulting loss of free motion in the joint. A visual 
method by which the presence or absence of free 
movement can be tested, and the presence or ab- 
sence of a slipped joint thus accurately identified, 
is performed as follows (Fig. 1): 

1. The patient lies in the dorsal position, and 
the operator stands at the foot of the table. 

2. The operator places his left hand beneath the 
patient's right heel and lifts the leg from the table. 
The heel rests in the operator’s hand; it is not held 
firmly. 
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3. The heel of the operator’s right hand is placed 
against the medial aspect of the ball of the foot. 

4. A relaxed movement of external rotation is 
applied to the patient’s leg, while at the same time 
pushing slightly upward in the direction of shorten- 
ing the leg. The external rotation is carried through 
its full range to impose force at the acetabulum, 
which tends to rotate the pelvis backward. The 
movement is repeated several times with a relaxed 
“rolling” motion, accenting external rotation and 
pushing slightly upward. 

If the sacroiliac joint is functioning normally, 
external rotation of the leg causes the pelvis to 
rotate backward and tilt downward on the side 
upon which the motion is applied. The following 
positional changes are noted: 

1. The anterior superior spine and anterior aspect 
of the iliac crest are carried downward (pedal- 
ward) and backward (posteriorly). 

2. Lateral tilting of the pelvis carries the leg 
downward to produce apparent lengthening of the 
leg as measured at the internal malleoli. (The mal- 
leoli are palpated with the thumbs from below up- 
ward. ) 

The pelvis is returned to its original position by 
reversing the above movement, applying internal 
rotation of the leg combined with slight traction 
(Fig. 2). The movement is again performed in a 
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relaxed “rolling” manner, exerting slight traction 
and accenting internal rotation. The internal rota- 
tion of the leg transmits force through the hip joint, 
which tends to rotate the pelvis forward on that 
side. 

Comparison of the relationship of the anterior 
superior spines and crests of the ilia, and of the 
internal malleoli, is made before and after each 
application of the procedure. If the sacroiliac joint 
functions freely, the rotation and lateral tilting 
movement of the pelvis occur freely and are readily 
identified. If the joint is slipped the pelvis is locked 
against the movement, and the pelvic and lower 
extremity relationships do not change. 

The test is performed in the same manner on 
both sides. 

It is most important that the operator push slight- 
ly upward (cephalad) as he applies external rota- 
tion of the leg, and pull slightly downward (trac- 
tion) as he applies internal rotation. There is an 
involuntary tendency to pull downward when it is 
expected that the leg will lengthen (external rota- 
tion), and to push upward when it is expected that 
it will shorten (internal rotation). If this is done 
the technic will produce the changes which are 
characteristic of free sacroiliac mobility even though 
the joints are slipped. By voluntarily reversing this 
tendency this error is avoided and the procedure 
cannot give a false result. 

An actual difference in leg length must not be 
allowed to confuse the diagnosis of sacroiliac mo- 
bility upon measuring at the internal malleoli. Only 
change of relationship following an application of 
the diagnostic technic is to be considered. 

A “torsion position” of the pelvis (discussed 
later), in which the pelvis is rotated backward and 
tilted downward on one side, may confuse interpre- 
tation of the mobility test. The testing movement 
accents the torsion of the pelvis on one side, and 
diminishes or reverses it on the other, giving the 
impression of excessive sacroiliac movement on the 
side upon which the torsion is accented and of 
restricted movement on the other. The movement 
on each side must be gauged as starting from a 
position of torsion, not from a position of pelvic 
symmetry. 

The diagnostic procedures must be performed 
carefully, and a certain amount of practice is re- 
quired in order to become proficient in their use. 

Since the sacroiliac joints are almost universally 
slipped on untreated subjects, experience with the 
sacroiliac mobility test must follow mobilization of 
the joints. 

In examining children it is the rule rather than 
the exception to find the sacroiliac joints slipped, 
and the general appearance of the mechanics of the 
lower back is in every way similar to the situation 
ordinarily encountered in the adult. It is concluded 
that for the most part sacroiliac maladjustment oc- 
curs during early childhood, the pathologic changes 
of mechanical strain and irritation develop gradu- 
ally through the years, and symptoms develop ac- 
cording to the severity of the strain and the ability 
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of the tissues to withstand the strain as determined 
by inherent and acquired factors. 

Acute injuries to the low back are usually pre- 
disposed by sacroiliac maladjustment and strain. 
Seemingly minor injuries may thus result in severe 
pain and disability. Acute low-back pain may de- 
velop gradually on the basis of sacroiliac strain with 
no precipitating traumatic incident. Frequent local- 
ization of acute pain and sensitiveness at the 


lumbosacral junction tend to call attention away - 


from the underlying sacroiliac disorder. 


Treatment of the slipped sacroiliac joint 


A slipped, or locked, sacroiliac joint may be mobi- 
lized by the following methods. t 


Method 1 e 1. The patient lies on the side of the 
sacroiliac joint to be treated. The operator stands 
in back of the patient. 

2. The patient’s lower knee (next to the table) 
is brought up in flexion to a point such that the 
thigh is at a right angle with the trunk. The patient 
is instructed to keep the other leg straight out on 
the table. 

3. The operator places one knee on the table and 
against the pelvis at the level of the promontory of 
the sacrum (at the level of the sacroiliac joints) 
(Fig. 3). 

4, The operator grasps the patient's flexed knee 
with one hand and the ankle or foot (of the same 
leg) with the other. The knee is raised from the 
table (adduction of the thigh) and is brought up- 
ward to the point at which tension is sensed, care 
being taken not to roll the pelvis back (Fig. 4). 
The pull exerted in raising the patient’s knee is bal- 
anced against the operator’s knee. As the knee is 
brought upward counterforce with the operator’s 
knee becomes localized against the sacrum. 

5. The ankle is held loosely, and is kept close to 
the table as the knee is brought upward. 

6. The patient is now instructed to “relax com- 
pletely,” and when relaxation is sensed he is in- 
tIn order to clarify technical descriptions no reference is made to 


right or left sides, or to right or left hands. The positions are illus- 
trated in the pictures, and the text describes the method of procedure. 
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structed to “let the leg fall down straight on the 
table.” As the leg is straightened out adduction 
tension in the hip joint is maintained by keeping 
the patient’s knee up (toward the operator), while 
holding firm pressure of the operator’s knee against 
the pelvis. The foot remains close to the table as the 
leg straightens out. 

The manipulation is performed in a relaxed and 
easy manner by both patient and operator. As the 
leg approaches the straight position the hip joint 
snaps out of the internal rotation, or adduction, 
locking; the head of the femur whips forward and, 
with the sacrum immobilized by the knee, the in- 
nominate is caused to rotate backward in relation 
to the sacrum. The technic is effective through forc- 
ing movement in the slipped joint. 

The procedure is applied in the same manner on 
both sides. The success or failure of the procedure 
is checked by the sacroiliac mobility test. 

This technic is particularly adaptable to bedside 
treatment. With the patient lying on the side and 
close to the edge of the bed the operator places his 
knee against the pelvis at the same point as when 
performing the maneuver on a table. The foot, how- 
ever, is kept on the floor in order to give firm sup- 
port to the localizing knee. If necessary a book or 
two may be placed under the foot in order to bring 
the knee up to the proper level. The manipulation 
is completed as described. 

The technic may also be applied with the patient 
lying on the floor and the operator kneeling on one 
knee in back of the patient. Counterforce against 
the sacrum is applied by the knee upon which the 
operator kneels. 


Method 2 ¢ The procedure in Method 1 may be 
used with the patient in a dorsal position, using a 
supporting block, or “mobilizer,” instead of the knee 
to apply counterforce beneath the sacrum. 

The mobilizing block (Fig. 5) is 2% inches wide 
by 1% inches high. The block measures 5 inches 
across the base and is beveled on both ends toward 
the top in such a way that the top measures 3% 
inches. A rounded groove 1% inches wide and % 
inch deep extends across the center of the top of 
the block through its 24-inch dimension, leaving a 
contact area approximately 1 inch wide on each 
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end of the top of the block. The base of the block 
describes a slight arc in its long dimension to enable 
the block to rock slightly from end to end. The 
lateral contact areas are covered with thin sponge 
rubber, or “Scotch-tred,” to provide a high friction 
contact surface. 

The manipulation is carried out as follows (Fig. 6): 

1. The patient lies on his back. The operator 
stands at the side of the sacroiliac joint to be 
treated. 

2. The knee on the near side is brought up in 
flexion with the foot resting on the table. With one 
hand on the knee, and using the flexed thigh as a 
lever, the operator rolls the pelvis toward the oppo- 
site side. One end of the block is pushed beneath 
the sacrum so that the weight-bearing surface con- 
tacts the lateral sacral crest. The upper border of 
the block is about % inch below the posterior su- 
perior iliac spine. The beveled end of the block 
strikes the median sacral crest and to a great extent 
automatically positions the weight-bearing surface 
beneath the lateral crest. The knee is then carried 
back toward the operator, rolling the pelvis onto 
the end of the block. The knee remains flexed with 
the foot resting on the table. The posterior ilium is 
over the center groove of the block and is unsup- 
ported. 

3. The operator, standing opposite the patient's 
foot, holds the ankle lightly with one hand and 
places the other on the flexed knee. 

4. The knee is now brought upward (flexion of 
the thigh to approximately a vertical position); 
slight downward pressure (toward the table) is 
applied to the knee; the knee is carried medially 
(adduction of the thigh) to the point of tension; 
and the leg is then brought down straight on the 
table. If the patient cannot relax he may be in- 
structed to “let the leg fall down on the table.” 
The downward pressure on the knee accents the 
adduction (or internal rotation) tension locking at 
the hip joint, and must be maintained as the move- 
ment of the leg is carried out. 

As the leg approaches the straight position the 
hip joint snaps out of the adduction, or internal 
rotation, locking. The head of the femur whips 
forward (external rotation of the thigh) and, with 
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the sacrum supported from beneath, the innominate 
is caused to rotate backward in relation to the 
sacrum. The ankle must be held lightly in order 
not to interfere with this mechanism. The point at 
which the hip joint snaps out of the internal rota- 
tion locking is readily sensed by the operator. 
The manipulation is performed on both sides. 
Because of the paired arrangement of the sacroiliac 
joints (three bones and two joints) it is rare that 
only one joint is slipped. The effectiveness of the 
maneuver is checked by the sacroiliac mobility test. 


Method 3 e 1. The patient lies on his back. The 
operator stands at the side of the sacroiliac joint to 
be treated (Fig. 7). 

2. One end of the mobilizing block is positioned 
beneath the lateral crest of the sacrum on the near 
side (see Method 2). The knee remains flexed with 
the foot resting on the table. 

3. The operator places one hand just above the 
knee and holds the ankle lightly with the other. 

4. The patient is now instructed to “lift the 
knee and then let it fall down straight on the table.” 
The operator follows the movement and, as the leg 
comes down on the table, he exerts slight pressure 
with one hand just above the knee in a downward 
and pedalward direction, causing the leg to strike 
the table with a relaxed “whip” effect. The patient 
must let the leg fall, not “kick” the foot out. The 
pressure on the knee should not be applied until 
the downward movement of the leg is well under 
way, and the knee must not be forced down on the 
table. The manipulation must be performed on a 
table with sufficient padding to avoid striking the 
heel painfully. 

If the maneuver is properly performed the leg 
comes down on the table with a “whip” effect 
which forces the acetabulum backward and, with 
the sacrum supported from beneath, causes the in- 
nominate to rotate forward in relation to the sa- 
crum. This “whip” effect is readily sensed as the 
leg strikes the table and usually indicates that the 
technic has been successful. 

This is a powerful, quick, and effortless method 
of setting slipped sacroiliac joints. 
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Method 4 e 1. The patient lies on his back, and 
one end of the mobilizing block is placed in posi- 
tion under the lateral crest of the sacrum. The 
block may be placed by using the flexed thigh as 
a lever, or the legs may be left straight out on the 
table and the pelvis lifted on one side to enable 
placement of the block. 

2. The operator kneels at the foot of the table. 
One hand is placed high on the dorsum of the foot 
and the other just above the heel. The lower hand 
rests on the table, and the patient's foot rests on 
the hand. The hands must be relaxed and must not 
grasp the ankle tightly. 

3. A quick, hard pull of very low amplitude is 
now applied to transmit a “shock” effect to the hip 
joint and force movement of the innominate in 
relation to the sacrum. A sharp “gapping” of the 
hip joint is sensed if the pull is successfully applied. 

A sharp pull applied in this manner may be suc- 
cessful without use of the mobilizing block, but 
effectiveness is greatly enhanced by counter-force 
beneath the sacrum. 

Relaxation of both patient and operator are essen- 
tial to successful application of the technic. In dif- 
ficult cases relaxation may be secured by applying 
the pull as the leg is raised from the table (opera- 
tor standing). 

The “leg-pull” technic is often useful in the 
acute situation in which other manipulation is ex- 
cessively painful. If it is performed with the patient 
on a bed, a pad of some kind is placed beneath the 
foot in order to put the knee in a position of relaxed 
extension. The bed cushions the block so that it 
provides support without painful pressure on the 
sacrum. 


Method 5 e The mobilizing block technic can be 
used without the assistance of an operator, as fol- 
lows (Fig. 8): 

1. Lie down on the floor on the back, shoes off. 

2. With the knees flexed and the feet on the 
floor bounce the pelvis lightly against the floor sev- 
eral times and note the point at which the sacrum 
contacts the floor. Raise the hips and place the 
mobilizing block beneath this point (the promon- 
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tory of the sacrum). The block is placed crosswise 
with the middle of the sacrum cradled in the 
groove. The positioning may be checked by bounc- 
ing the pelvis lightly on the block several times. As 
a further check, lift the feet a few inches from the 
floor, and then replace them. The pelvis should be 
more or less comfortably supported and balanced 
on the block. The block is held between the thumb 
and forefinger with the hands flat under the hips 
in order to steady the pelvis. The legs are now 
brought down straight on the floor. 

3. Bring one knee up in flexion with the foot 
resting on the floor even with the opposite knee. 

4. Now proceed as follows: (1) Turn the foot 
upward; (2) then lift the foot slightly so that the 
heel touches the floor lightly; (3) roll the pelvis 
slightly toward the side being treated so that 
weight is concentrated and balanced on the block 
on this side; and (4) slide the heel out on the floor. 
The heel must slide in light contact with the floor 
all the way down. The movement is started slowly 
and then rapidly accelerated, and is performed in 
a relaxed manner so that the leg falls down on the 
floor with a “whip” effect. It is necessary to pause 
after each step in order to think about and perform 
each step separately. Repeat the procedure three 
or four times on each side. 

5. Having completed the treatment, have the pa- 
tient roll over to a ventral position, legs straight out, 
then come up on the hands and knees, and then 
to the standing position. 

The treatment must be performed exactly as 
described. 

As the back of the leg slaps down on the floor, 
the head of the femur whips backward, causing the 
innominate to rotate forward in relation to the 
sacrum and forcing movement in the slipped sacro- 
iliac joint. 

Turning the foot up aids in bringing the back of 
the leg down flat on the floor. The slight lift of the 
foot serves a dual purpose: It transfers the weight 
of the leg from the heel to the hip, thus increasing 
counter-force against the block on the side being 
treated; and it enables the leg, in effect, to drop 
down as tension of the lifting muscles (anterior 
femoral) is released and the foot is “pushed” out 
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on the floor. The movement must be performed as 
a “pushing” action (posterior femoral muscles) 
rather than as a “kicking” action (anterior femoral 
muscles ). It is necessary to perform each step sepa- 
rately in order to bring about the relaxation of the 
anterior femoral muscles as the downward move- 
ment of the leg is performed. 

In cases in which recurring slips of the sa¢roiliac 
joints become unmanageable this technic may be 
taught to patients for home use. The maneuver is 
performed daily for several weeks, and then on a 
routine prophylactic basis as indicated. The patient 
is warned not to depend upon the treatment if 
symptoms develop. Occasional supervision is neces- 
sary in order to assure continued effective per- 
formance. 


Diagnosis of pelvic torsion 


External rotation of the thigh, as produced by the 
diagnostic technic, applies force at the acetabulum 
in a posterior direction which causes the normally 
functioning pelvis to “twist” on the sacrum. The 
innominate apparently rotates forward in relation to 
the sacrum on the side upon which the force is ex- 
erted, while on the other side the innominate tends 
to rotate in a backward direction. Since the sym- 
physis pubis normally permits only a slight yielding 
movement the antagonistic movement of the in- 
nominates occurs as a twisting or “rocking” motion, 
which causes the pelvis to tilt downward and rotate 
backward on the side upon which the innominate 
rotates forward (the side upon which the force is 
exerted). In the diagnostic technic, movement in 
the sacroiliac joints is identified by this changed 
position of the pelvis. This movement of the pelvis 
is referred to as “torsion.” The movement probably 
occurs normally in the act of walking as weight is 
shifted from one foot to the other. 

The sacroiliac joints may be slipped with the 
pelvic bones in apparently normal relationship, or 
with the pelvis in any degree of torsion. A position 
of right torsion (pelvis rotated backward and tilted 
downward on the right) is most commonly en- 
countered and is assumed in the following descrip- 
tion. 

1. With the patient in a dorsal position, compari- 
son of the anterior spines and crests of the ilia 
shows rotation and lateral tilting of the pelvis 
toward the right. The lateral tilting may be verified 
by comparison of iliac relationships with the patient 
in a ventral position. 

2. With the patient in a sitting position the pelvis 
and lower lumbar spine are rotated backward on 
the right, and the pelvis is tilted downward on the 
right side (right iliac crest low as compared to the 
left). The right innominate may appear to be ro- 
tated backward and the left forward. 

3. With the patient standing in forward flexion, 
the pelvis and lumbar spine are rotated backward 
on the right side. In this position the lateral tilting 
of the pelvis must conform to the vertically fixed 
weight-bearing points at the acetabula, and the 


c 4 if 

4 


resulting change in the pelvic relationships gives 
the appearance of the right innominate being ro- 
tated sharply backward and the left forward. 

In the standing forward-flexion position unequal 
leg length may confuse the diagnosis. Relative leg 
length is estimated on the basis of sacral slant 
toward the side of shortness, whereas torsion is 
identified on the basis of pelvic rotation and the ap- 
parent antagonistic relationship of the innominates. 
(An estimate of relative leg length should not 
ordinarily be attempted until adequate treatment 
of pelvic torsion has been carried out. ) 

Following mobilization of the sacroiliac joints, 
torsion of the pelvis which has been present over 
a long period will persist; it may be identified as 
above, or by means of the sacroiliac mobility test. 
Upon application of the diagnostic maneuver on the 
right side in the above example, the torsion of the 
pelvis is sharply accented (pelvis rotates backward 
and tilts downward to a marked degree), while the 
same test applied on the opposite side eliminates 
or slightly reverses the torsion. The movement must 
be visualized as occurring from a position of torsion 
rather than from a position of pelvic symmetry. 
(This asymmetry of movement must not be inter- 
preted as indicating a slipped sacroiliac joint on the 
side toward which movement seems restricted. ) 

A torsion defect of the pelvis predisposes to con- 
tinually recurring slips of the sacroiliac joints. 

Free mobility of the sacroiliac joints must be 
assured before the diagnosis and treatment of pel- 
vic torsion are undertaken. The diagnosis is based 
upon the sacroiliac mobility test and upon examina- 
tion of the patient in the standing and sitting posi- 
tions. In the above example the diagnostic technic 
shows an excessive range of torsion movement 
toward the right side and restricted movement 
toward the left. With the patient standing in for- 
ward flexion, the pelvis is rotated backward on the 
right side; the right innominate appears to be ro- 
tated backward and the left forward. In a sitting 
position the left iliac crest is high in relation to the 
right, and the pelvis and lumbar spine are rotated 
forward on the left side. If there is uncertainty 
regarding the diagnosis, as may be caused by a 
difference in leg length, the mobility test diagnosis 
is accepted. 


Treatment of pelvic torsion 


The treatment of a torsion defect of the pelvis is 
carried out by maneuvers which reverse the tor- 
sion mechanism. 


Step 1 e On the left side in the above example 
treatment is applied as follows: 

1. The patient is seated on the side of the table 
and the hips are immobilized by means of a strap 
passed over the thighs and anchored to the table 
in back of the patient. The patient is instructed to 
sit up straight with the head back. The operator 
stands in back of the patient. 

2. The patient places the right hand on the oppo- 
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site shoulder, and the operator grasps the patient’s 
left wrist and brings the patient’s arm around over 
the right elbow (Fig. 9). 

3. With the heel of the other hand the operator 
localizes force over the left fourth and fifth lumbar 
transverse processes, and braces his elbow against 
the patient’s anterior iliac spine (Fig. 10). 

4. Rotation of the trunk is now produced by pull- 
ing on the patient’s left arm, while maintaining 
light counter-force over the transverse processes of 
the spine. The movement is repeated in rhythmic 
fashion several times, and the patient is then in- 
structed to “sit up straight and swing, or twist, 
back and forth with the movement.” The movement 
must be performed by the patient. The movement 
is followed and guided by the operator, and when 
localization of force at the lumbosacral junction 
is sensed the rotation is accented by a quick pull 
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on the patient’s arm and at the same time a sharp 
thrust is applied in a forward and slightly lateral 
direction over the spinal transverse processes. A 
sharp tissue stretch at the end of the normal range 
of motion must be secured. 

The maneuver forcibly reverses the rotation of 
the pelvis and forces forward rotation of the 
innominate in relation to the sacrum. (The technic 
may also be visualized in reverse: lumbar spine 
immobilized, and the pelvis rotating backward on 
the left side.) 

If shoulder pain is produced by the preliminary 
pull on the patient’s arm, this can usually be 
avoided by having the patient grasp the arm to 
which the pull is applied just above the elbow, 
with the opposite hand. 

Use of this procedure should be deferred until 
recovery from acute lumbosacral strain is well 
advanced. It must be applied conservatively if 
secondary arthritis is suspected in the lumbosacral 
area. 


Step 2 e On the right side in the above example, 
treatment of the torsion defect is carried out as 
follows (Fig. 11): 

1. The patient lies in a dorsal position, and the 
shoulders are immobilized by means of a strap 
which is passed beneath the table and over the 
chest. 

2. The operator stands at the left side of the 
patient, facing the head of the table. 

3. The knee on the opposite side (right) is 
brought up in flexion. 

4. The operator carries the knee toward himself 
(adduction of the thigh), using the flexed thigh 
as a lever to rotate the pelvis to the point of tension. 

5. The patient’s foot is hooked back of the oper- 
ators thigh. One hand remains on the patient’s 
knee, and the fingers of the other are hooked over 
the posterior spines of the ilium. 

6. Rotation of the pelvis is now produced by a 
strong pull on the posterior ilium, and by down- 
ward pressure on the knee. The pressure on the 
knee is applied in a springing manner, alternately 
applying and releasing the pressure. If the move- 
ment is painful, somewhat diminished flexion of 
the thigh is usually helpful. 

The procedure reverses the rotation of the pelvis 


and forces backward rotation of the innominate 
in relation to the sacrum. 


Step 3 e The treatment of a torsion defect of the 
pelvis is completed by the following method, which 
stretches the iliofemoral ligament on the side upon 
which the pelvis is rotated backward (right side 
in the example (Fig. 12): 

1. The patient lies in a ventral position. The oper- 
ator stands at the side opposite that of the hip 
joint to be treated. 

2. The operator passes one arm beneath the 
opposite leg and grasps the thigh just above the 
knee. The knee is flexed slightly, and the leg rests 
on the operator’s forearm. The thigh and leg are 
raised slightly from the table. 

3. The leg on the near side is immobilized by 
the operator’s flexed knee placed on the table 
beside the patient’s leg. 

4. The pelvis is immobilized, in the region of 
the opposite hip joint, with the operator’s free 
hand to avoid hyperextension of the pelvis on the 
lumbar spine. (Such hyperextension, if permitted, 
may aggravate existing lumbosacral strain.) 

5. The leg is now carried upward and somewhat 
toward the operator to produce hyperextension of 
the thigh, and the iliofemoral ligament is stretched 
with a steady pull accentuating the hyperextension. 
The degree of force exerted is determined by the 
feel of the tissue stretch and by the tolerance of 
the patient. 

Contracture of the iliofemoral ligament appar- 
ently results from the change in the relationship of 
the origin and insertion of the ligament, as produced 
by backward rotation of the pelvis on this side, and 
internal rotation of the thigh produced by the neces- 
sity of keeping the foot pointing straight ahead. The 
degree of contracture is in proportion to the de- 
gree of pelvic torsion. Upon applying the stretch, 
contracture of the ligament is indicated by loss of 
normal resiliency (as compared to the other side); 
the range of movement is restricted; and the stretch 
is unduly painful. 

It is found that the three technics described for 
the treatment of a torsion defect of the pelvis vary 
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in relative importance in different cases. Applica- 
tion of all three methods is usually necessary. 

A repetition of the diagnostic procedure follow- 
ing the treatment of torsion should show marked 
improvement in the defect, or complete removal. 
The defect may be well established, however, and 
require treatment at intervals until a satisfactory 
result has been achieved. 

A torsion position of the pelvis is not readily 
apparent with the patient standing erect, whether 
he is examined directly or on x-ray films. In the 
erect posture the mechanical pattern is apparently 
obscured by the interaction of weight-bearing 
stresses and the possibility of free movement of 
the pelvis in a horizontal plane (side sway and 
rotation on the lower extremities). 

A treatment technic is tested by checking first 
against mechanical diagnosis, and then by intro- 
ducing the procedure into a routine of treatment 
and observing the mechanical and clinical results 
over a sufficient period to assure effective appli- 
cation of the technic and an average of perform- 
ance. 


Recurring slips of the sacroiliac joints 


Anatomic and mechanical factors more or less nor- 
mally predispose the sacroiliac joints to recurring 
slips. This predisposition is greatest following initial 
mobilization of the joints, and it diminishes as 
recovery toward mechanical normalcy progresses. 
Such recovery involves manipulative correction of 
the mechanical defect, recovery of the normal tone 
and function of the ligaments and fibrocartilages, 
and gradual accommodation of the lumbopelvic 
structures to normal function. In cases in which 
recurrences become unmanageable, self-treatment 
by use of the mobilizing block technic (Method 5), 
or treatment by another member of the family 
(Method 1 or 2), may be necessary in order to 
maintain a strain-free situation in which recovery 
can take place. 

A slip of the sacroiliac joint is not ordinarily 
accompanied by any pain or sensation by which 
the occurrence can be identified. Symptoms develop 
gradually from the strain imposed by weight-bear- 
ing activity. While it is thus usually impossible to 
know how the lesions occur, certain movements and 
positions have been identified which more or less 
routinely cause sacroiliac joints to slip. In the case 
in which recurring slips become a problem, which 
is not accounted for by the mechanical situation, the 
patient’s habits will usually be found to include one 
or several of the following positions or movements: 

1. Sleeping positions to avoid: (1) lying on the 
side with knees flexed, the upper knee brought up 
farther than the lower, and the upper leg resting 
in front of the lower, (2) lying in the ventral posi- 
tion with one knee flexed and brought upward, 
thigh abducted, and: (3) lying on the back with 
one knee flexed and permitted to fall laterally, the 
ankle resting beneath the opposite knee. Individ- 
uals with back strain usually assume one or more 
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of these positions habitually. They are perhaps the 
commonest causes for persistently recurring slips 
of the sacroiliac joints. 

2. Avoid sitting on one or both feet. This may 
be a habit, or it may happen unnoticed while sitting 
or lying on the floor. In lying down on the floor 
go down forward and come up backward. While 
lying on the floor do not come up sideways farther 
than on one elbow. (Sitting on one foot, or on one 
hip with knees and thighs flexed, involves sharp 
lateral flexion at the lumbosacral junction, which 
will almost invariably cause the sacroiliac joints 
to slip.) 

3. Avoid sitting with the knees forced wide apart, 
as sitting on the floor with the legs crossed (Indian 
fashion), or sitting on a chair with one ankle resting 
on the opposite knee. 

4, Avoid coming to a sitting position from lying 
on the back, or the reverse, with the back straight 
and without raising the legs. “Sit-ups” can be per- 
formed safely by “rolling” up, flexing first the head, 
then the dorsal spine, and then coming to a sitting 
position with the spine in complete forward flexion. 

5. In getting up sideways from a bed or treat- 
ment table, keep the trunk and legs in a straight 
line and “rock” up on one hip. Lift the feet and 
take them along; do not start the movement with 
the feet. Do not “roll” off the side of the bed or 
table. The patient with acute low-back pain or 
arthritis, for whom movement is difficult, may get 
up from a bed or treatment table by turning to a 
ventral position and climbing off backward. 

6. When lifting, pushing, or pulling in a sideways 
direction, maintain a slightly flexed attitude. Com- 
mon movements of this type include raking, hoeing, 
shoveling, or bending sideways to pick up an object. 

7. Keep movements in easy range. Avoid strained 
and awkward positions, particularly involving hy- 
perextension of the lower back, as in reaching 
upward. 

It will be of interest to the physician to experi- 
ment with the described movements and positions, 
using the sacroiliac diagnostic and mobilizing tech- 
nics. 

Observation of the patient during treatment will 
often identify faulty habits of movement or posi- 
tion. It is noted that sacroiliac joints do not often 
slip during athletic activities, but frequently do so 
in gymnastic work. Movements in athletic activities 
are performed involuntarily in the course of accom- 
plishing an objective and are kept within normal 
range by the musculature, while in gymnastic activi- 
ties abnormal movements are often forced. 

Home use of the mobilizing block technic will 
not ordinarily compensate for a wrong habit of 
movement or position which has become a part 
of the patient’s daily activity. 


Secondary arthritis 


The unpredictable factor in body mechanics thera- 
py is arthritis. Secondary or traumatic arthritis 
develops in an area of chronic strain according to 
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inherent and acquired susceptibility of the patient. 
Secondary arthritis is here interpreted as a “process” 
which may be present in any degree of activity. 
The proliferative changes which are characteristic 
of secondary (degenerative) arthritis are an end 
result of the process and are present according to 
its duration and severity. Thus, an arthritic process 
may be present but not sufficiently advanced to 
show characteristic bony changes on x-ray films, 
or structural changes may be apparent on roentgen- 
ograms as a result of an arthritic process which 
is presently quiescent. 

The presence of secondary arthritis is indicated 
when it is noted that the symptom response to 
treatment is slow in relation to the degree of me- 
chanical improvement accomplished, or when an 
excessive or prolonged reaction of pain and stiffness 
follows manipulative treatment. The diagnosis thus 
depends upon clinical experience in body me- 
chanics therapy. Persistent acute muscle spasm and 
so-called sciatic scoliosis are evidences of secondary 
arthritis in the lower back. The pain and stiffness 
of secondary arthritis are typically aggravated by 
rest and relieved by exercise within tolerance. Clin- 
ically, secondary arthritis seems to be a reaction 
to inadequate blood supply caused by vasomotor 
hypertonus in the area of strain and in segmentally 
related areas. 

The clini¢al picture which is typical of secondary 
arthritis in the low back may also be produced by 
malignant metastasis to low-back structures. The 
malignancy is well advanced at this stage, however, 
and is usually readily identified by the history and 
examination. If the patient is given manipulative 
treatment, the persistent downward trend in spite 
of treatment is quickly apparent. 

Sciatic pain is a late complication of sacroiliac 
strain. The pain may reflect nerve-root pressure and 
inflammation as a result of degeneration and rup- 
ture of an intervertebral disk or, and perhaps more 
commonly, acute secondary arthritis in which a fifth 
lumbar nerve root has become involved in the 
regional inflammation (arthritic radiculitis). 

In the treatment of sciatic pain, free sacroiliac 
mobility is the important requisite to recovery. 
Manipulation to relax muscle spasm and improve 
circulation is helpful, according to tolerance. Quick 
technic which causes “popping” of lumbar joints is 
not tolerated. Manipulative treatment must be em- 
ployed conservatively during the acute stage, so 
that it does not aggravate the acute arthritic or 
neuritic reaction. The patient should be questioned 
regularly with regard to his reaction to treatment 
and the further conduct of treatment regulated 
accordingly. Persistently recurring slips of the sacro- 
iliac joints are frequently encountered in these 
cases, and the inflammation and pain are immediate- 
ly and severely aggravated by the slip. Daily treat- 
ment of the sacroiliac joints is frequently necessary, 
whether at the office, or at home by another mem- 
ber of the family (Method 1 or 2), or by self-use 
of the mobilizing block technic (Method 5). 

Recovery in sciatic neuritis is slow, and there is 
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little improvement in symptoms until recovery is 
well advanced. At this point the symptom response 
is usually rapid. The clinical course suggests that 
relief from pain does not occur until inflammation 
of the nerve root has more or less completely sub- 
sided. Intervertebral disk operation offers a pos- 
sibility of relief from intolerable pain. 

Focal infection is an important consideration in 
all cases in which acute secondary arthritis and 
neuritis are present. 

Arthritis in lower extremity joints has an impor- 
tant etiologic basis in low-back strain. The arthritic 
reaction is apparently based upon vasomotor hyper- 
tonus originating in the sacroiliac strain. 

A truism worth considering is that a patient with 
back strain is developing arthritis. Furthermore, the 
rate of recovery in back strain is determined chiefly 
by the degree to which secondary arthritis has de- 
veloped. 


Summary of symptomatology and 
treatment of the low back 


While the symptoms of sacroiliac maladjustment 
develop to a certain extent from the strain of the 
slip itself, they develop chiefly from the strain im- 
posed upon the abnormally functioning lumbopelvic 
mechanism by weight-bearing activity. Symptoms 
are evaluated as reflecting mild to severe strain, 
sprain, traumatic or secondary arthritis, or radicu- 
litis. The last two complications are associated with 
degenerative changes and restricted circulation to 
the area, the circulatory deficit apparently being 
due to vasomotor hypertonus resulting from the 
chronic strain. 

It is pointed out that symptoms of local and 
referred pain are usually a late development in 
the progression of low-back strain. The mechanical 
defect usually originates during childhood, and 
important sensory symptoms do not often appear 
before adulthood. The sacroiliac joints are an area 
of low sensibility, and there is considerable re- 
sistance to the development of symptoms. 

Treatment of the low back is essentially the 
treatment of the sacroiliac joints. Treatment of pel- 
vic torsion is carried out as indicated, and unequal 
leg length of an amount that is apparent on the 
treated back with the patient standing in forward 
flexion is partially compensated for by use of a heel 
lift. With adequate treatment the back “straightens 
out,” as observed upon examination of the patient 
standing in forward flexion, knees extended. Since 
symptom response and mechanical progress are fre- 
quently at variance in body mechanics therapy, it 
is necessary that treatment be conducted on an 
essentially objective basis, the progress of treat- 
ment being judged by the degree to which me- 
chanical normalcy is established rather than on 
the basis of symptom response. 

In the acute case the removal of strain through 
maintained sacroiliac normalcy is the primary ob- 
jective of treatment. Manipulative treatment to re- 
lax muscle spasm and improve circulation is helpful, 


but it must be kept within the tolerance of the acute 
symptoms. Such treatment consists of deep knead- 
ing, stretching, and passive motion procedures. A 
proper balance between bed rest and activity pro- 
motes recovery in a minimum of time. Sitting or 
standing imposes a static strain on the low-back 
articular structures. 

In body mechanics therapy the time requirement, 
as necessary for circulatory recovery, tissue regen- 
eration, and structural accommodation to normal 
mechanics, must be kept constantly in mind. Fol- 
lowing symptomatic recovery treatment should be 


continued at appropriate intervals until mechanical 
recovery is complete. Occasional treatment on a 
maintenance basis is thereafter recommended. 


1. Korr, I. M., Thomas, P. E., and Wright, H. M.: Symposium on 
functional implications of segmental facilitation; research report. 
J. Am. Osteop. A. 54:265-282, Jan. 1955. 

2. Schwab, W. A.: Principles of manipulative treatment. J. Am. 
Osteop. A. 30:232, Feb. 1931; 31:165, Jan.; low back problem, 216, 
Feb.; 253, March; 292, April; 353, May; 384, June; primary psoas 
fibrositis, 478, Aug.; treatment of psoas fibrositis, 32:89, Nov. 1932; 
179, Jan.; primary sacroiliac maladjustment, 223, Feb.; diagnosis, 262, 
March; primary lumbar and upper structural maladjustments, 394, 
June; 436, July 1933; congenital deformities and other causes, 33:242, 
Feb.; statistics and summary, 286, March 1934. 


Pierre Robin syndrome 


D. ROYCE FOSTER, D.O.,* San Gabriel, Cali- 
fornia 


One of the causes of respiratory difficulty and 
starvation in the newborn is a syndrome first de- 
scribed by Pierre Robin.! The syndrome includes 
hypoplasia of the mandible (receding chin), and 
often cleft palate, foreshortening of the genioglos- 
sus muscles, inspiratory retraction of the sternum, 
and malnutrition.2 

The cleft palate may vary in severity from a 
bifid uvula to a cleft in the hard palate. Micro- 
gnathia may vary from slight deformity to a de- 
formity incompatible with life. 

In the normally developed child, the mandible 
holds the tongue forward by the genioglossus mus- 
cles to the mental spine of the mandible and the 
frenulum of the tongue at the same site. In a child 
with micrognathia the mandible is so far back that 
it gives no support to the tongue. The resulting 
problem in swallowing can cause starvation, and 
the child is also subject to cyanotic attacks. 


Illustrative cases 


The following two cases illustrate the diagnostic 
findings. 
Case 1 e A white baby boy was seen in the new- 
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born nursery at Lark Ellen Hospital on August 8, 
1959. He had been delivered by cesarean section 
the day before; section had been performed because 
of ineffectual labor. He was suffering from cyanosis, 
suffocation, and sternal retraction. 

He appeared to be sturdy and well developed 
except for an underdeveloped mandible. However, 
further examination of the mouth revealed a cleft 
palate, absence of the soft palate, and glossoptosis. 
Ears were well set and apparently patent; there was 
a normal amount of hair on the head; and the eyes 
appeared to be normal, although the upper lids 
were edematous. While he lay in a supine position 
there was definite inspiratory sternal retraction and 
generalized cyanosis. The nostrils were used as one 
of the airways. When a lubricated rubber catheter 
was inserted into the nostrils it could be seen, 
through the normal site of the soft palate, in the 
nasopharyngeal space. The baby’s voice was nor- 
mal; there was no huskiness. The tongue was full 
and thick, and far back in the throat, and the 
baby made a strangling, gargling sound on inspira- 
tion. 

On auscultation of the chest, no abnormal sounds 
were noted to be transmitted from the nasopha- 
ryngeal space. There was no abnormality of cardiac 
size or sounds on auscultation or percussion. There 
was no abdominal organopathy. Neurologic re- 
sponses were normal, as were the genitalia. 

When the baby was placed in a prone position, 
the tongue dropped forward and the gurgling 
sounds ceased. A diagnosis of Pierre Robin syn- 
drome was made. 
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After 23 days of care in the newborn nursery, 
the baby was discharged from the hospital. 


Case 2 e A white baby girl was seen in the new- 
born nursery of the San Gabriel Valley Hospital 
on the first day of life, July 21, 1960. She had 
been delivered by cesarean section. There had been 
no immediate complaint of cyanosis, but she had 
gross abnormality of the mandible. The mandible 
was foreshortened by % inch, and the occipital area 
overhung by that distance. The ears were asym- 
metrically placed on the head, but the eyes were 
essentially normal. The nostrils were the principal 
airway, and were noticed on close examination to 
be slightly flared. There was a cleft palate, absence 
of the soft palate and uvular structure near the 
lateral posterior pillar area, and moderate glossop- 
tosis. Slight dyspnea was evident upon close obser- 
vation. On auscultation of the chest, scattered 
inspiratory rales and rhonchi were noted to be 
transmitted from the nasopharyngeal area above. 

No abnormal cardiac sounds were noted on 
auscultation, and the cardiac area was within nor- 
mal limits on percussion. There was no abdominal 
organopathy. Neurologic signs were normal except 
for the sucking reflex, which was made difficult 
by the abnormality of mouth and palate. The main 
concern was that the baby might starve; at no time 
was there any centrifugal cyanosis. 

A diagnosis of Pierre Robin syndrome was made. 
Special feeding procedures were established, and 
the mother was taught how to follow them. The 
baby was discharged from the hospital on July 31, 
at 10 days of age. 


Treatment 


There are two main problems to be solved: first 
is maintenance of the airway, and second is estab- 
lishment of feeding methods. 

If glossoptosis is severe, it may be necessary to 
suture the tongue to the lower lip in order to main- 
tain an adequate airway and combat dyspnea. In 
some cases dyspnea is a problem even if glossop- 
tosis is mikd. Positioning of the infant may bring 
relief in such a case. 

The problem of feeding an infant with a cleft 
palate, micrognathia, and glossoptosis is a taxing 
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one for both doctor and parents. With glossoptosis 
comes the ever-present danger of strangulation at 
feeding time, or of aspiration of foreign particles. 
At first a nasogastric tube will suffice; the parents 
should be taught how to introduce it into the 
stomach. Repeated small amounts of formula are 
instilled through the tube, to insure proper intake 
of food. 

After the initial shock of birth is past, and the 
present weight is once again on a par with birth 
weight, different modes of feeding can be tried. 
If the cleft palate is not too severe, the Brophy 
cleft palate nipple may be useful. Sometimes a con- 
ventional nipple can be used, with a thick formula 
and a cross-cut hole in the nipple. On one of our 
babies the orthostatic position helped in feeding. 

Correction of the cleft palate is accomplished by 
many means. After several months, when the baby 
has grown and his teeth have erupted, a dental 
plate prosthesis with a “beaver tail” may be fitted 
and kept in place by attachment to the teeth. Once 
this prosthesis is in use the infant will eat and 
swallow more easily. Another means of correcting 
the cleft palate is by the surgical approach; descrip- 
tion of the procedure is beyond the scope of this 
paper. 

Usually by the third or fourth year the micro- 
gnathia has corrected itself and the glossoptosis is 
no longer present. 


Summary 


The Pierre Robin syndrome consists of cleft palate 
and micrognathia, causing starvation. There are 
often related respiratory problems secondary to 
glossoptosis. By special feeding technics, such as 
a nasogastric tube, Brophy nipple, or spoon feed- 
ing, these youngsters can be brought to an age 
where the cleft palate can be closed by a dental 
plate prosthesis or by surgical operation. These 
children should be given constant care and under- 
standing by parents and doctors, and thus should 
grow to adulthood. 


1. Robin, P.: Glossoptosis due to atresia and hypotrophy of 
mandible. Am. J. Dis. Child. 48:541-547, Sept. 1934. 

2. Nisenson, A.: Receding chin and glossoptosis; cause of respira- 
tory difficulty in infant. J. Pediat. 32:397-403, April 1948. 

3. Gellis, S. S.: Pierre Robin syndrome, in Year book of pediatrics. 
Year Book Publishers, Chicago, 1958-1959. 


Electrocardiographic signs 


of impending myocardial collapse 


DAVID W. BOONE, D.O.,* Kirksville, Missouri 


The use of the electrocardiogram is not precluded 
by a complete clinical evaluation of the cardiac 
patient before undertaking surgical operation. More- 
over, preoperative cardiac examination should not 
be limited to patients with known heart disease. 
Asymptomatic coronary disease, significant A-V 
conduction disturbances, or early heart failure may 
be uncovered in patients with nonsignificant his- 
tories or symptoms. This is not an infrequent oc- 
currence. 

It would appear that most cardiac patients are 
satisfactory surgical candidates even if extensive 
procedures are contemplated. In 1957 we! evalu- 
ated 143 cardiac patients who underwent surgical 
treatment at Kirksville Osteopathic Hospital. Of 
this group, the cardiac mortality was 3.6 per cent. 
Apparently the most important point was knowing 
that these patients had heart disease before opera- 
tion was performed. It would seem that recent in- 
farction, complete A-V block, and heart failure 
would be the most important contraindications to 
operation. Two of these conditions (infarction and 
A-V block) are easily recognizable by electrocardio- 
graphic examination, and I believe that heart fail- 
ure also carries certain electrocardiographic mani- 
festations. Thus, it is not impossible in these 
instances to predict cardiac difficulties during anes- 
thesia or operation. 


Advantages of 
lead V, over lead II 


Within the past year we at Kirksville Osteopathic 
Hospital have substituted use of lead V, for lead 
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II in evaluating cardiac function during operation. 
Obviously, this would not be possible in chest sur- 
gery; but lead Vz may be utilized under these 
conditions. 

The use of lead V, has certain advantages. Since 
lead II is a bipolar lead and records only the dif- 
ference in the electrical activity (potential) be- 
tween the right shoulder and left foot, the true left 
or right ventricular potential can be estimated but 
cannot be evaluated accurately. Further, it is said? 
that when this or any of the bipolar leads shows 
results similar to the left or right ventricular po- 
tential, this occurs purely by chance. A second 
advantage of using lead V, is its close approxima- 
tion to the anterior wall of the right ventricle; in 
other words, when a given electrode is nearer to 
the heart a more accurate evaluation of the area it 
faces can be made. Finally, V, is an unipolar lead, 
which means it records the true electrical activity 
of a given area rather than the difference of poten- 
tial between two areas of the heart. Thus, the 
evaluation of a given chamber of the heart may not 
be construed. 

We have seen both experimentally in dogs and 
clinically in patients that changes in lead V, ap- 
proximate certain pressure changes in the cavity of 
the right ventricle during anesthesia and operation. 
Right ventricular failure is attended by certain signs 
which we have reproduced experimentally many 
times and recently have seen during surgical opera- 
tion. Moreover, right ventricular failure may reflect 
left ventricular failure, soon after failure of the left 
chamber occurs and before there is electrocardio- 
graphic evidence of the primary failure. 

Following are some reasons why this may be 
true: The use of excessive positive pressure during 
respiratory ventilation could decrease the volume 
capacity of the pulmonary vascular beds and may 
result in the appearance of these changes over the 
right ventricle. Therefore, it would appear that 
blood volume which usually accumulates in the 
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pulmonary capillary beds (in left ventricular fail- 
ure) may now accumulate in the right ventricle and 
right atrium. This may be further expressed in the 
superior and inferior vena cava. This, of course, 
would depend on the degree of pulmonary vascular 
compression. The effect on the right ventricle when 
constriction of the pulmonary beds occurs in acute 
cor pulmonale is well known. 

These thoughts seem to give added importance to 
the monitoring of the right ventricle during the sur- 
gical procedure. The overloading of the right ven- 
tricle can be detected much more easily than that 
of the left ventricle. This is so because of the thin- 
ness and easy distensibility of the wall of this 
chamber. Thus, its reflection of heart failure may 
occur before there are significant changes in the 
left ventricular potential, even though the left ven- 
tricle may fail initially. 

We have repeatedly noted marked degrees of 
right ventricular dilatation in the experimental pro- 
duction of systolic overloading of this chamber, and 
have observed the electrocardiographic signs re- 
corded at this time. In clinical cases of pulmonary 
embolism associated with marked degrees of right 
ventricular dilatation, it can be readily seen why 
the right ventricle is termed a volume pump rather 
than one designed to overcome large degrees of 
resistance. 

Finally, lead II is satisfactory for the detection 
of certain arrhythmias, but it actually offers less 
accuracy than lead V, for the evaluation of ectopic 
ventricular beats, and it appears most important to 
determine the origin of these abnormal contractions. 
Right ventricular premature beats do not carry 
with them a serious implication of critical reduction 
of coronary blood flow as do those of the left ven- 
tricle. Conversely, the appearance of frequent left 
ventricular premature beats, especially if they be- 
come multifocal in origin, is an important mani- 
festation of reduced coronary blood flow to the left 
ventricle. 


Mechanism of myocardial collapse 


The term “myocardial collapse” is probably best 
used to describe the phase of acute dilatation of 
the heart; this would apply to both ventricles. 
Changes theoretically should involve the right ven- 
tricle to a greater extent because of its volume 
capacity. 

We have noted that when the anterior descending 
branch of the left coronary artery is ligated in dogs, 
the cessation of pumping capability is associated 
with marked dilatation and ventricular fibrillation, 
the dilatation occurring first. It appears that the 
entire contracting and tone-maintaining mechanism 
“gives way,” leaving a dilated atonic structure. We 
have attempted, with the use of direct unipolar 
leads, to evaluate the electrocardiographic events 
leading to this occurrence by observing the ven- 
tricular fibrillation and acute cardiac dilatation in 
approximately 50 dogs, and by studying electro- 
cardiograms which were taken continuously during 
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anesthesia and operation in 35 cardiac patients. 
Also, in two nonsurgical cardiac patients continuous 
electrocardiograms were recorded before and at 
the time of their deaths. 

From these studies, generally, it appears that the 
electrocardiographic indications of myocardial col- 
lapse are similar in surgical and nonsurgical pa- 
tients and may be clearly reproduced in the dog. 

In the electrocardiograms of the 35 surgical cases 
reviewed, 10 patients had electrical evidence of 
impending myocardial collapse. These cases were 
associated with marked aberrations in blood pres- 
sure; this plus the obvious changes in pulse rate 
and volume appeared to be the most reliable clini- 
cal signs. From our observations serious hypoten- 
sion was more frequently associated with alarming 
electrocardiographic manifestations. 

The electrical events leading to cardiac standstill 
in these patients were somewhat variable, but many 
changes were consistent in all cases. Termination of 
cardiac output occurred most consistently with the 
development of ventricular fibrillation, while the 
cessation of cardiac activity following complete 
A-V block was not frequently observed. 

The typical electrocardiographic signs of impend- 
ing disaster occur initially in the form of left ven- 
tricular premature beats which become multifocal 
in origin. These may be associated with right ven- 
tricular premature beats but the right ventricular 
beats do not suggest a serious implication when 
they occur alone. Usually when the right ventricular 
premature beats are seen with associated left ven- 
tricular premature beats of multifocal origin, a 
marked increase in myocardial irritability is present. 

This generalized myocardial irritability is second- 
ary to a definite and alarming increase in myo- 
cardial cellular depolarization. This has the signifi- 
cance consistent with large amounts of intracellular 
potassium accumulating in the extracellular spaces. 
The permeability of the myocardial cell membrane 
is decreased, and excessive amounts of sodium ions 
and water have entered the cell. Cellular metab- 
olism and function of the interior of the cell have 
become greatly diminished and, as this is expressed 
throughout the myocardium, the cardiac output be- 
comes greatly diminished. This further promotes 
increased cardiac tone, which can lead to ven- 
tricular fibrillation and exhaustion atonia.? 

The causes of this excessive depolarization are 
numerous, and certainly myocardial hypoxia is the 
most frequent. Other notable examples are admin- 
istration of epinephrine, norepinephrine, and their 
derivatives. Cortisone and its derivatives may initi- 
ate the same mechanism, and digitalis is implicated 
because of its ability to inhibit the return of potas- 
sium to the interior of the cell. Hypercapnia result- 
ing from hypoventilation may also lead to these 
consequences. 

During these events the blood pressure may 
initially rise as the peripheral vasculature also in- 
creases in tonicity. After a period of hypertension 
the blood pressure may decline; this is an indication 
of exhaustion atonia which is due not only to a final 
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A 
Fig. |. A represents left ventricular morphology; B represents 
septal morphology; and C represents right ventricular mor- 
phology. All sections are taken from lead II. 


loss of vascular tone but also to the decreased 
cardiac tone and output. 

The use of potassium, insulin, and glucose, or 
hyperventilation may reverse the abnormal cellular 
depolarization at this time, while the use of sodium- 
containing solutions, including blood transfusions 
collected on sodium citrate, may cause a continua- 
tion of the myocardial depolarization and irrita- 
bility with further expenditure of excess energy 
without the production of useful cardiac work.® 
The vasopressors, steroids, and digitalis may act in 
the same manner. (Excessive use of these agents 
may initiate multifocal ectopic contractions leading 
to ventricular fibrillation with sudden cardiac col- 
lapse. ) 

Conversely, a sudden precipitous fall in blood 
pressure may be adequately managed by norepi- 
nephrine or other vasopressors; however, I have ob- 
served numerous ectopic ventricular beats after ad- 
ministering these drugs, which is consistent with 
increased myocardial tone and excitability. This 
may be reduced by the simultaneous use of hyper- 
tonic glucose, and by potassium administration. 


Electrocardiographic signs of collapse 


If lead II is used, the right ventricular, left ven- 
tricular, or septal-like morphologies may be recog- 
nized. The left ventricular potential is a qRs com- 
plex with a positive T wave (Fig. 1A); the right 
ventricular complex is rS, with the T wave either 
positive or negative (Fig. 1C). Morphologies 
similar to those recorded in V, and V, or over the 
interventricular septum may also appear in lead II 
of the RS type. When this occurs difficulty arises 
in the evaluation of left or right ventricular func- 
tion, as these complexes are not representative of 
either type (Fig. 1B). 

In lead II left ventricular potential may be re- 
placed by septal-appearing complexes which in 
turn may disappear at the expense of right ven- 


tricular potential. This may suggest that rotation of 
the heart to the left has occurred and may be con- 
sistent with increased intra-abdominal pressure, 
compression of the abdominal contents beneath the 
left leaf of the diaphragm, or other procedures 
causing elevation of this structure. Spontaneous 
pneumothorax on the right side or left-sided atelec- 
tasis may also contribute such positional changes 
(Fig. 1, A, B, and C). These changes may not oc- 
cur often; however, when they do appear their 
proper significance may be understood. 

It is important that the left or right ventricular 
potential be understood so that left and right ven- 
tricular ectopic beats may be recognized. If ectopic 
left ventricular premature beats occur when the left 
ventricular potential is recorded in lead II, the 
greater area of the QRS complex will be negative. 
This morphology also will be grossly distorted and 
nonsimilar to the normal left ventricular complex. 
At times this complex will appear earlier than is 
expected in relation to the preceding normal mor- 
phology and will be followed by a compensatory 
pause. The RS-T segments and T waves are in- 
creased in area and in opposite direction to the 
ectopic complexes. A P wave does not precede this 
complex (Fig. 2). 

When the same morphology appears repeatedly 
this is consistent with a single focus in the wall o: 
the left ventricle initiating the abnormal contrac- 
tions. However, if different abnormally shaped com- 
plexes are observed, which are mainly negative, 
more than one focus is instigating the ectopic beats 
(Fig. 3). Three or four ectopic foci may be present, 
causing numerous bizarre complexes; this is asso- 
ciated with a high degree of ventricular excitability 
and may be the forerunner of ventricular tachy- 
cardia and fibrillation. 

Ectopic right ventricular beats appearing when 
left ventricular potential is being recorded are rec- 
ognizable as being mainly positive and of greater 
duration. They also are nonsimilar to the normal 
left ventricular complexes. They may occur early 
and are followed by pauses of varying degrees. 
They are not preceded by P waves. Variations in 
the size or shape of these complexes are indications 
of more than one focus in the right ventricle. The 
RS-T segment and T wave are negative and in the 
opposite direction to the ectopic complexes (Fig. 
4). As was previously mentioned, a single ectopic 
focus in the right ventricular wall is not too alarm- 
ing; however, multifoci in this area may be more 
seriously considered as they may be associated with 


Fig. 2, left, and Fig. 3, right. Both are taken from lead II. 
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Fig. 4 (lead HI), | left. Fig. 5 (lead Il), right. In jaunt 5, A rep- 
resents ectopic right ventricular premature beats from different 


multifoci from the left ventricular wall (Fig. 5). 
When right ventricular potential is recorded, the 
ectopic right ventricular premature beats will be 
mainly negative, of longer duration, and nonsimilar 
to the normal rS morphology of this chamber. This 
ectopic complex is not preceded by a P wave, may 
occur earlier than expected, and may be followed 
by a pause (Fig. 6). Variations in size and shape 
of these abnormal complexes indicate more than 
one focus. The RS-T segments and T waves are 
positive but of greater area than those of the right 
ventricular potential. 


Fig. 6 (lead II). 


If left ventricular ectopic beats are present when 
right ventricular potential is recorded, these com- 
plexes will be mainly positive, of greater duration, 
and in no way similar to the rS morphology of the 
right ventricle. They also may occur earlier than 
expected and may be followed by a pause before 
occurrence of the next complex. The RS-T segments 
and T waves are negative, which are usually oppo- 
site in direction to those of the right ventricular 
potential (Fig. 7). 


Fig. 7 (lead Il). 


The presence of multifocal left ventricular ectopic 
beats, with or without associated multifocal right 
ventricular beats, signals impending difficulties of 
major proportions, because paroxysms of ventricu- 
lar tachycardia may be expected. Usually, these 
paroxysms originate from a focus in the left ven- 
tricular wall; if the left ventricular potential is being 
recorded the readings will be mainly negative, 
broadened, and slurred. These complexes are close- 
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foci. B represents ectopic left ventricular premature beats from 
different foci. 


ly approximated, indicating a heart rate which 
usually is over 200 per minute. Three such com- 
plexes in succession are considered to represent 
paroxysmal ventricular tachycardia; however, many 
may occur in succession before the normal rhythm 
reappears (Fig. 8). At this time one may consider 
that a further progression into the “impending dis- 
aster syndrome” has occurred. 


Fig. 8 (lead Ve). A sanieeale: ectopic left ventricular prema- 
ture beats originating paroxysmal ventricular tachycardia. 


If right ventricular potential is being recorded, 
the complexes of paroxymal ventricular tachycardia 
occurring from the left ventricle appear mainly 
positive, of greater voltage, and occur rapidly (Fig. 
9). These morphologies are similar to the parox- 
ysms of ventricular tachycardia occurring from the 
left ventricle (when left ventricular potential is 
recorded), only being in the opposite direction. 
Pronestyl is widely used for the correction of this 
arrhythmia; however, I believe that this agent is 
more effective if the patient has been prepared 
with insulin and glucose. 

Periodic sinus block may be a sign of impending 
myocardial collapse. This is characterized by peri- 
ods of asystole in which no cardiac activity is rec- 
ognized. This implies that the S-A node, which is 
the activating mechanism for myocardial contrac- 
tion, fails to initiate impulses. In passing it might 
be mentioned that administration of digitalis, quin- 
idine, or prostigmine, or a hypersensitive carotid 
sinus, alkalosis, and hypervagatonia may predispose 
to this occurrence; however, atherosclerotic heart 
disease is probably the commonest cause. 

Sinus pauses appear in the electrocardiogram as 
long periods of asystole and are not difficult to 
recognize (Fig. 10). These may be followed by 
paroxysms of ectopic ventricular beats which may 


Fig. 9 (lead V1). 
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Fig. 10 (I 


Fig. I (lead I), 


be in the form of paroxysms of ventricular tachy- 
cardia. Sinus pauses may occur during the intuba- 
tion procedure if one of the predisposing mecha- 
nisms is present. Because of this we believe the 
degree of vagal irritability should be examined in 
surgical candidates above the age of 40, especially 
in patients with heart disease. This may be carried 
out simply by having the patient do deep breathing 
for a short period while recording lead II. If un- 
usual degrees of vagotonia are present, the P-R 
interval will become prolonged or various forms of 
nodal rhythm wili be seen. This can also be car- 
ried out by compression of the carotid sinus which 
will give the same result (Fig. 10). 
Still another implication of serious cardiac dis- 
_ order during operation is the appearance of marked 
degrees of A-V block. This is characterized by the 
appearance of three to four P waves preceding a 
QRS complex, or the P waves may have no relation- 
ship to the QRS complexes. In other words, the P 
waves may occur before, during, or after the ven- 
tricular morphology (Fig. 11). This signifies that 
there is a reduction in the number of atrial im- 
pulses being transmitted by the A-V node for sub- 
sequent ventricular response, or that all atrial im- 
pulses are blocked at the A-V node. In this latter 
instance the S-A node controls the atria, while the 
lower portion of the A-V node or bundle of His 
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originates the impulses which allow for ventricular 
contraction. Serious A-V conduction disturbances 
are usually associated with marked slowing of the 
heart rate. 

During the recording of lead V, right ventricular 
potential may be replaced by right bundle-branch 
block. This is consistent with an important right 
ventricular dilatation with reduction in the sys- 
tolic pressure and elevation of the end diastolic 
pressure of the right ventricle. I believe that right 
bundle-branch block is more suggestive of right 
ventricular overloading than of insufficiency of the 
anterior perforating branch of the right coronary 
artery, which supplies the A-V node and the basal 
regions of the right septal surface (Fig. 12). 

If this sign appears a reassessment of the positive 
pressure respiratory control would seem in order 
and should be emphasized if positive and negative 
pressure equipment is not available. Pulmonary 
embolism, severe left ventricular failure, and cor- 
onary insufficiency may also cause distention of the 
right ventricle. 

In the present series the appearance of left 
bundle-branch block was indicative of critical coro- 
nary insufficiency. The electrical signs are similar 
to the complexes of right ventricular premature 
beats when left ventricular potential is recorded. 

Finally, the appearance of subepicardial injury 
is a manifestation of grave significance and need 
be considered secondary only to ventricular tachy- 
cardia in importance (Fig. 13). This is always an 
indication of disastrous coronary insufficiency and 
is the commonest sign of myocardial infarction. We 
have observed this in dogs just before ventricular 
fibrillation when ligation of the coronary artery was 
carried out. We have also observed this sign clini- 
cally in patients just before death, in whom there 
was advanced atherosclerotic heart disease but no 
definite coronary occlusion. 


Summary 


One might propose a hypothetical case illustrating 
the electrical events leading to the final termination 
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lead Vg). Subepicardial injury over left ventricle with marked suppression of A-V conduction. 
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Fig. 12 (lead V1). 
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of cardiac activity. Initially the sinus rhythm may 
be interrupted by ectopic left ventricular beats, 
which would subsequently become multifocal and 
progress to short episodes of ventricular tachy- 
cardia. During this period varying degrees of A-V 
block might appear. Periods of sinus pause might 
supervene, or both of the conduction defects may 
occur periodically. Left or right bundle-branch 
block could replace the normal ventricular com- 
plexes, with the left bundle-branch block being 
a more important manifestation of coronary insuffi- 
ciency. Finally, subepicardial injury might appear 


in the left ventricular potential, or continuous ven- 
tricular tachycardia could occur without this mani- 
festation. Either of these latter signs are consistent 
with imminent death. A reassessment of anesthetic 
management, blood loss, ventilation, and medica- 
tion should be carried out at the stage of developing 
multifocal left ventricular beats. 
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3. Laborit, H., et al.: Stress and cellular function. J. B. Lippincott 
Co., Philadelphia, 1959. 


The neurophysiologic basis for 


anesthetic and postanesthetic apnea 


SALVATORE R. SELLARO, B.S., D.O.,* Erie, 
Pennsylvania 


During the recent years, following the introduction 
of new agents into the fields of anesthesia and sur- 
gery, cases of unforeseen spontaneous apnea during 
operation, and prolonged apnea after operation, 
have been reported. The importance of preventing 
apnea is well recognized. It has been shown that 
apnea of even 1 minute’s duration will produce a 
high degree of arterial oxygen desaturation.! In 
numerous reports, muscle relaxants—especially suc- 
cinylcholine—have been implicated. In addition, 
other reasons for apnea have been cited, including: 
(1) altered physiologic response to drugs; (2) the 
presence of unusual metabolic conditions; (3) air- 
way obstruction of mechanical or reflex origin; 
and (4) questionable administration of drugs and 
agents used in anesthesia and surgical operation. 

In this paper I shall discuss causative factors 
of apnea and the mechanisms involved. Some state- 
ments are derived from my own observations and 
others drawn from a review of pertinent literature. 

Respiration is a complex cyclic servomechanism 
which has neural representation at many levels in 
the central nervous system. A review of the cycle 
This paper was written to fulfill the requirements of a 2-year resi- 


dency in anesthesiology at Kirksville Osteopathic Hospital, under the 
direction of Dr. C. M. Esterline. 
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involved in normal respiration, as well as other 
mechanisms affecting it, will be presented to facili- 
tate understanding of the production of apnea. 
Later it will be shown how apnea is produced by 
interruption of various paths in this cyclic servo- 
mechanism. 

The basic function of respiration is the regulation 
of alveolar ventilation to maintain appropriate 
gaseous exchange to suit the moment-to-moment 
requirements of the body. The neural mechanism 
of respiration includes not only the central respira- 
tory center and the efferents to the respiratory 
muscles, but also all of the afferents to it from 
the body and higher cortical levels. These afferent 
sources serve to balance the essential respiratory 
function of gaseous exchange with numerous aux- 
iliary functions requiring the use of the respiratory 
apparatus, such as coughing, swallowing, and talk- 
ing. The cortical levels are especially active in 
providing voluntary control, as in swimming or 
similar activities, and in expressing reactions to 
emotional states. 

The fundamental neural cycle appears to be 
initiated by a periodic increase in impulses gen- 
erated in cells of the respiratory center which 
produces inspiratory activity. Pulmonary stretch 
receptors are then stimulated; they produce afferent 
impulses which exert an inhibitory effect on the 
respiratory centers to stop inspiration and allow 
expiration to occur. This coordinated neural activity 
is carried out in the respiratory centers which in- 


clude the pontile, pneumotaxic, and apneustic cen- 
ters and the medullary respiratory centers. 

In Figure 1, heavy lines indicate the major com- 
ponents that give respiration its cyclic character, 
and light lines the sources of modifying influences. 
It can readily be seen that any agent or procedure 
that interferes with the normal flow of neural activi- 
ty in the main feedback loops (heavy lines) may be 
instrumental in producing anesthetic or postanes- 
thetic apnea. 


The efferent component of respiration 


The musculoskeletal system e Respiration is es- 
sentially and primarily a muscular event, with the 
musculoskeletal system providing the final source 
of energy for the thoracic changes that produce 
respiratory activity. Though the lungs are the site 
of actual gaseous exchange, they are entirely passive 
and change dimension only as a result of move- 
ments of the chest wall and diaphragm. The muscu- 
loskeletal components of respiratory activity are 
the muscles of inspiration (scaleni, steroncleido- 
mastoideus, pectoralis minor, intercostales externi, 
and diaphragm) and the muscles of expiration 
(rectus abdominis, iliocostalis, lumborum, quad- 
ratus lumborum, and serratus posticis inferior ). The 
diaphragm is the muscle most responsible for in- 
spiration, especially when the individual is at rest. 
It decreases the size of the thorax at expiration by 
ascending when the muscles of the abdominal wall 
contract. 


The neuromuscular system e The nerve supply 
to the diaphragm consists of the two phrenic nerves 
from the third and fourth cervical segments of the 
spinal cord. The other inspiratory and expiratory 
muscles are innervated from thoracic and lumbar 
segments. It is interesting that the diaphragm is 
usually the first muscle to recover from the effects 
of muscle relaxants. In addition, the administration 
of high spinal anesthesia does not necessarily im- 
pair the function of the diaphragm. 

Efferent impulses leave the medullary respiratory 
center by descending tracts; by intersegmental con- 
nections, impulses are transmitted to the basic 
motor units. A basic motor unit consists of the 
anterior horn cell, its efferent somatic nerve fiber, 
and the muscle fibers which the nerve innervates. 
Transmission of the nerve impulse to the muscle 
is accomplished through the myoneural junction, 
apparently through the release of acetylcholine as 
a “transmitter” agent. 


The neural mechanisms of respiration 


Respiratory components of the reticular forma- 
tion e The automatic, involuntary character of the 
respiratory cycle is caused by the rhythmic dis- 
charge of impulses from a group of nerve cells 
situated in the pons and medulla oblongata of the 
brain stem. The motor portion of the brain stem 
contains the cranial nuclei and the reticular sub- 
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Fig. |. Influences on the mechanism of respiration. 


stance or formation. The latter is divided into white 
and gray matter. The white matter lies in the midline 
between the hypoglossal nerves and dorsal to the 
pyramids. It contains long descending and ascend- 
ing fibers. The gray matter of the reticular forma- 
tion on each side lies lateral to the hypoglossal 
nerve and dorsal to the inferior olive. It is made 
up of numerous cells lying in a network of fine 
interlacing fibers. It is traversed by horizontal (in- 
ternal arcuate) and longitudinal fiber systems which 
form a fine interlacing network responsible for the 
reticulated appearance of the part. In the meshes 
of the latter lie numerous cells of different sizes 
and functions. These cells give rise to axons which 
bifurcate; some ascend and others descend. Many 
of the reticular cells are grouped into large nuclear 
masses, 

The reticular formation extends throughout the 
pons and medulla without interruption. Nuclear 
masses of cells cause enlargement of the formation 
in the regions of the nuclei of the trigeminal nerve, 
vestibular and cochlear nerves, and in the region 
of the vagus and glossopharyngeal nerves. Inter- 
segmental connections with various nuclei are es- 
tablished for the mediation of respiratory as well 
as other bulbar reflexes, such as vasomotor and 
vomiting reflexes. Other connections are to the 
spinal cord as part of the reticulospinal system for 
the mediation of skeletal muscular activity. Many 
cells receive fibers from higher levels. 

The nature of the reticular formation of the 
pons and medulla gives strong indication of an 
organization uniquely adapted for the distribution 
of neural activity in all directions. Thus, neural 
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impulses from above or originating within the 
reticular formation may evoke activity in various 
motor nuclei or in the neurons of the spinal cord. 


The respiratory centers e Within the reticular 
formation lies the respiratory center. It consists 
actually of bilaterally paired subcenters. In the 
anterior pons, the subcenter is called the pneu- 
motaxic center. Ablation of this area results in 
apneusis, that is, a prolonged inspiratory spasm, 
followed ‘by apneustic breathing. The apneustic 
center is situated in the caudal two thirds of the 
pons. Subsequent to section of the vagi and ablation 
of the pneumotaxic center, the apneustic center 
supports apneusis and apneustic breathing. As the 
name implies, it provides an inspiratory drive. As 
more and more of it is eliminated, the inspiratory 
phase becomes shorter and shorter, or less apneustic. 
The medullary respiratory center appears to be 
mainly near the level of the obex. Whether the 
medullary respiratory center consists of an inspira- 
tory and expiratory center is a matter still being 
investigated. 

Respiratory rhythm is initiated and maintained 
by these centers, one of which, the medullary 
respiratory center, contains groups of cells which 
fire periodically. When their firing rate is increas- 
ing, impulses are initiated in the motor neurons 
that innervate the inspiratory muscles, causing them 
to contract. This enlarges the volume of the thorax 
and, as the lungs are inflated, the pulmonary stretch 
receptors are stimulated. Afferent impulses ascend 
through the vagus nerves to the brain stem and 
exert an inhibitory influence to stop inspiration and 
start expiration. Simultaneously with the genera- 
tion of impulses that excite the respiratory muscles, 
the medullary respiratory center initiates neural 
activity that excites the apneustic and pneumotaxic 
centers. Under this influence, the pneumotaxic cen- 
ter then generates neural activity that in turn causes 
inhibition of inspiratory drive in both the apneustic 
and medullary respiratory centers. Either one of 
these two feedback mechanisms (the peripheral or 
pontomedullary ) is capable of promoting rhythmic 
respiration. Disruption of either may result in 
apneusis. 


Cortical influence on respiration e Several areas 
of the cerebral cortex have been mapped which, 
when stimulated, result in a respiratory response, 
In the region of the presylvian area, stimulation 
results in grunting and other forms of vocalization. 
A second area coinciding closely with motor area 
II produces acceleration of respiration. 

Respiratory effects are noted when stimulating 
the limbic area. If the limbic areas are concerned 
with emotional behavior, as has been suggested, 
it is logical that breathing, which is a component 
of emotional expression, should be altered by stimu- 
lation of these areas. The nearness of the respiratory 
area to Broca’s area suggests the integration of 
speech and breathing at a cortical level. Finally, 
the close association with the olfactory area recalls 
that sniffing and breathing are necessary for olfac- 
tion. The stimulating effect on respiration related 
to pain is probably due to a general excitation of 
many levels of the neuraxis in the respiratory neu- 
rons. The stimulating effect from pain is put to 
practical use in the common procedure of spanking 
a newborn child and application of cold and slap- 
ping the hands of an unconscious person. Probably 
similar reasons apply to the stimulating effects of 
spirits of ammonia. 


Chemical regulation of breathing 


In addition to somatic afferents, the respiratory 
center is stimulated by changes in blood content 
of the chemical products of metabolism, namely, 
decrease in oxygen tension, increase in carbon di- 
oxide tension, and increase in concentration of the 
hydrogen ion. These chemical products of metab- 
olism stimulate respiration, once suitable quantita- 
tive changes have been brought about. The central 
effect is through direct action on the nerve cells, 
while a peripheral effect is through reflex action 
related to the carotid and aortic bodies. First, I 
will discuss the central chemical effects. 


Response to oxygen lack e It is generally agreed 
that the respiratory effects of anoxia in normal per- 
sons are minimal. The response to oxygen lack is 
through mechanisms so insensitive that an increase 
in respiration does not occur until the oxygen ten- 
sion of the inspired air is about 14 per cent (an 
equivalent of that encountered at 14,000 feet above 
sea level). This causes an arterial oxygen saturation 
of less than 90 per cent and an oxygen tension of 
less than 60 mm. Hg—the normal being 100 mm. 
Hg. Obviously, a system of regulation that func- 
tions only in the presence of such a gross stimulus 
does not keep the respiratory center in a state of 
optimal reactivity. 

The effects of anoxemia are highly variable. 
Some individuals may lose consciousness without 
showing any respiratory stimulation. The usual 
central chemical response to oxygen lack is essen- 
tially an increase in the rate of respiration, which 
may be indistinguishable from the response to other 
products of metabolism, followed by a severe de- 
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pression of the central nervous system neurons. 
It is interesting to note that inhalation of high 
percentages of oxygen in normal man actually 
stimulates respiration. This is related to the phe- 
nomenon of so-called oxygen poisoning.? 


Carbon dioxide as a chemical stimulant e Of all 
the chemical agents that play a role in respiration, 
carbon dioxide is the most important, from several 
standpoints: (1) the threshold of sensitivity, (2) 
the degree of effect produced, and (3) the con- 
sistency of its action. 

The concentration of carbon dioxide in normal 
air (0.05 per cent) is too low to have any effect on 
respiration. The smallest effective concentration 
that produces a measurable increase in pulmonary 
ventilation is 1 per cent. Whenever the carbon 
dioxide content of inspired air is 4 per cent, pul- 
monary ventilation is doubled. Higher concentra- 
tion may produce disagreeable or alarming effects 
such as dyspnea, vertigo, cephalgia, or syncope. 
These begin at about 7 per cent, and become 
marked at 10 per cent, which is the highest con- 
centration that can be breathed without severe dis- 
comfort. At a concentration of 15 per cent, uncon- 
sciousness, rigidity, tremors, and convulsions are 
experienced. At 20 to 30 per cent, profound uncon- 
sciousness approaching the stage of surgical anes- 
thesia is seen. 

The central respiratory response to carbon di- 
oxide arises in a small group of specialized cells in 
the medulla. From here, nerve pathways conduct 
the impulses to the remainder of the respiratory 
center. It is important to note that the respiratory 
center has a lower threshold than the remainder of 
the neuraxis to rising concentrations of carbon di- 
oxide. (Furthermore, the cells of the respiratory 
center are more sensitive to increasing concentra- 
tions of carbon dioxide than are the chemorecep- 
tors.) The respiratory effects are mainly due to a 
direct central action. Under normal conditions, car- 
bon dioxide may have an effect on the carotid and 
aortic bodies as well (which will be discussed 
later). 

A decrease in carbon dioxide tension results in 
a decrease in pulmonary ventilation. Hyperventila- 
tion or removal of carbon dioxide from the airway 
by chemical means (soda lime) may be followed 
by a period of apnea from hypocapnia. Respiration 
resumes when arterial carbon dioxide tension re- 
turns to threshold level. 


Hydrogen-ions as a chemical stimulus e Although 
the usual response to changes in hydrogen-ion con- 
centration are in the same direction as for carbon 
dioxide changes, the response is not so profound 
Carbon dioxide in the blood is always related to the 
volume of carbon dioxide in combination as car- 
bonic acid. Changes in carbon dioxide are always 
accompanied by changes in hydrogen-ion content. 
Therefore, an increase in alveolar carbon dioxide 
tension will diminish the pH; whereas diminution 
of alveolar carbon dioxide will increase the pH. 
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The question whether carbon dioxide operates 
via a change in pH (either in the blood or chemo- 
sensitive cells of the medulla) can be answered by 
noting that the injection of acid results in respira- 
tory stimulation. However, changes in pulmonary 
ventilation observed following equal increases in 
acidity produced by carbon dioxide inhalation and 
by metabolic acidity, showed that the ventilatory 
effect produced by carbon dioxide far exceeds that 
evoked by acidity. For this reason the view arises 
that carbon dioxide and acidity stimulate respira- 
tion individually and their effects are additive. 

The site of action of the hydrogen-ion as a re- 
spiratory stimulant is generally thought to be 
predominantly central, though there may exist an 
element of peripheral chemoreceptor stimulation at 
high concentrations. 


The reflex regulation of respiration 


The most significant reflex mechanisms in respira- 
tion are those originating in the lungs and those 
from the carotid and aortic reflex bodies. These are 
essential for the cyclic servomechanism of pulmo- 
nary ventilation. Many other afferent impulses also 
affect breathing, including those from peripheral 


(visual, auditory, tactile, and pain-perceptive) and 


from cortical (emotional or hysterical) sources. Still 
others are protective devices (such as apnea re- 
sulting from irritation of the nasal and pharyngeal 
endings of the trigeminal nerve, or the expulsion of 
an irritant by a cough or sneeze). Reflexes from 
joints and muscles are responsible for an increase 
in pulmonary ventilation necessary to maintain 
equilibrium of arterial carbon dioxide and oxygen 
tension and hydrogen-ion concentration during exer- 
cise. Afferent impulses also are known to originate 
from the heart and pulmonary circulation. 

This section will be presented in three parts: (1) 
afferents originating from the air passages and 
lungs, (2) afferents from the musculoskeletal sys- 
tem, and (3) vascular afferents. 


Afferents from the air passages and lungs e 
1. The Hering-Breuer reflex. This reflex is initiated 
by a stretch receptor which detects inflation and 
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deflation of the lungs. The afferent pathway ascends 
to the medullary respiratory centers by way of the 
vagus nerve. Inflation of the lungs tends to ter- 
minate inspiration, while collapse of the lungs tends 
to initiate inspiration. This source of afferent stimu- 
lation is an important contribution to the self- 
regulation of respiration. 

2. Protective reflexes. Impulses originating from 
the nasal mucous membrane and respiratory tract 
below the nose are responsible for reflex protection 
against irritants. A sneeze is caused by irritation of 
nasal sensory receptors of the trigeminal nerve and 
also possibly by stimulation of olfactory end organs. 
Cough impulses arise in the pharyngeal distribution 
of the glossopharyngeal nerve, and in sensory end- 
ings of the vagus in the larynx, trachea, and bron- 
chi. These reflexes are characterized by a deep 
inspiration followed by a violent expiration. 

Sensory activity that stimulates pulmonary ven- 
tilation is aroused by pressure on the chest. This 
effect may be part of the Hering-Breuer reflex. How- 
ever, there probably exist receptors for this reflex 
in the tissues of the chest wall. An area of special 
sensitivity is located in the fifth intercostal space 
in dogs.4 Light pressure on this region was found 
to be quite effective in stimulating respiration. 

Traction of the tongue has been recognized as 
being capable of producing a reflex stimulant re- 
sponse. 


Musculoskeletal afferents e 1. Joint propriocep- 
tors. Impulses arising in the joints and periarticular 
surfaces (not muscles or tendons) are capable of 
stimulating respiration. Afferent impulses from pro- 
prioceptors during active or passive movements in 
limbs can produce reflex hyperpnea. Perhaps the 
traditional procedure of compelling a victim of 
narcotic overdosage to walk depends on this stimu- 
lant effect rather than the increased metabolic 
production of carbon dioxide. 

2. Stimulation of respiration through exercise. 
During muscular exercise, there is a definite in- 
crease in rate and depth of pulmonary ventilation. 
Some of the factors which might account for this 
increase in elevation of alveolar carbon dioxide ten- 
sion. Also, the increase in body temperature and 
hydrogen-ion concentration are in the right direc- 
tion. Experimental evidence indicates that these 
alone could not explain the adjustment in respira- 
tion. There must exist an additive effect between 
these factors and respiratory drive from propriocep- 
tors. In addition, it is reasonably certain that corti- 
cal influences take part to produce exercise hy- 


perpnea. 


Reflexes from vascular afferents e 1. Aortic and 
carotid bodies. A set of respiratory reflexes arises 
in the walls of the aorta and internal carotid ar- 
teries. The respiratory reflexes from the carotid re- 
flex zones are qualitatively identical with those 
from the aortic zone. Ablation of one zone exag- 
gerates the influence of the other. The afferent 
pathways from these zones mediate both respira- 
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tory and circulatory effects. These pathways are by 
way of the glossopharyngeal and vagus nerves, 
They enter directly into the region of the respira- 
tory center (as well as the vasomotor, cardioin- 
hibitory, and cardioaccelerator centers). Each of 
these specialized vascular zones contains two mor- 
phologically distinct areas. One serves as a presso- 
receptor (carotid sinus, aortic arch); the other func- 
tions in the role of a chemoreceptor (carotid and 
aortic bodies). The pressoreceptors are unaffected 
by chemical products, and the chemoreceptors are 
unaffected by changes in pressure. 

The pressoreceptor plays a prominent part in the 
normal control of circulation. These reflexes enter 
the picture of respiratory control only under ex- 
treme conditions. Hyperpnea associated with fall in 
blood pressure and hemorrhage may be explained 
by the pressoreceptors. 

The respiratory reflexes from the chemoreceptors 
are undoubtedly of fundamental importance and 
become quite active under abnormal conditions. 
Under normal conditions, however, these reflexes 
play no important part. Reflexes from the chemo- 
receptors, in response to carbon dioxide tension, 
oxygen tension, and hydrogen-ion concentration, 
have been demonstrated by showing the effects 
when the nerves are intact and after the nerves 
have been inactivated. 

2. The chemoreceptor response to carbon di- 
oxide tension. Rising tensions of carbon dioxide do 
not evoke a significant increase in respiratory ven- 
tilation when the chemoreceptors are stimulated by 
relatively high tensions of carbon dioxide. This in- 
dicates the respiratory response is only partially 
due to reflex stimulation of the chemoreceptor; the 
major effect is from central chemical action. 

3. The chemoreceptor response to hydrogen-ion 
concentration. The respiratory response to hydro- 
gen-ion concentration is unremarkable, though cer- 
tainly such response exists. Again, as in the case of 
carbon dioxide tension, peripheral sensitivity to 
hydrogen-ion concentration is probably small but 
additive to the total response. 

4. The chemoreceptor response to oxygen tension. 
Reflexes from the carotid and aortic bodies are 
solely responsible for the increase in respiratory 
depth which constitutes the chief defense in acute 
anoxemia. When the reflex chemoreceptor response 
is absent, anoxemia is depressant to the central 
neurons, although a transient acceleration in rate 
may occur as a result of central chemical action. 
The response of the whole organism to anoxemia 
results from chemoreceptor stimulation, and _ this 
drive tends to overcome the central depression of 
anoxemia. 

5. Chemoreceptor response to drugs. The chemo- 
receptors are responsible for most of the respiratory 
stimulant effects of cyanides, sulfides, nicotine, 
lobeline, and “nicotinelike” agents such as acetyl- 
choline. The chemoreceptors are quite sensitive, and 
their action may actually be enhanced by many 
narcotics. When narcotic overdose occurs, the cen- 
tral neurons become depressed, Breathing in a 


patient with narcotic overdosage may be continued 
solely by anoxic stimulation of the chemoreceptors. 
Under such circumstances, inhalation of oxygen will 
stop breathing until carbon dioxide tension and 
hydrogen-ion concentration can build up. 


Afferent impulses from 
the great vessels and heart 


The respiratory effects from these regions are some- 
what uncertain. Increase in pressure in the pul- 
monary artery can cause an acceleration in breath- 
ing preceded by a brief inhibition. Perfusion of the 
pulmonary circulation with varying tensions of oxy- 
gen and carbon dioxide does not alter respiration. 
Increase in pressure in the right auricle or ventricle 
frequently produces changes in breathing; but 
breathing may either be depressed or stimulated. 
The reasons for these variations are not explained. 
Figure 2 summarizes the basic neural and me- 
chanical factors that produce respiratory activity. 


Fig. 2. The neural and mechanical factors that promote re- 
spiratory activity. |. Alveolar wall (Hering-Breuer). Il. Chest 
wall. Ill. Chemoreceptors: (1) carotid body; (2) aortic body. 
IV. Pressoreceptors: (3) carotid sinus; (4) aortic arch; (5) pul- 
monary vesseis; (6) right auricle. V. Protective reflexes: (7) 
nasal passages; (8) pharynx; (9) larynx; (10) bronchi. VI. Mus- 
culoskeletal factors. VII. Higher centers. 
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The production of apnea is, in essence, a break 
in the normal cycle of respiration and has many 
causes. It can, generally, be related to disturbance 
of normal functioning in the (1) musculoskeletal 
system, (2) central nervous system, or (3) sen- 
sory system. 


Musculoskeletal causes of apnea 


The musculoskeletal system is the final source of 
energy for respiration, and interruption in any part 
of this system can produce apnea. The neuromus- 
cular junction is of special importance because the 
currently popular muscle relaxants exert their major 
effect by blocking impulse transmission at this 
point. 


The neuromuscular junction e The synapse be- 
tween the motor nerve ending and the muscle fiber 
is a highly specialized structure that transforms the 
nerve impulse into a wave of excitation that passes 
over the muscle fiber and initiates the contractile 
process. 

Although certain aspects of neuromuscular trans- 
mission are still controversial, it is generally ac- 
cepted that acetylcholine and acetylcholinesterase 
play important roles. In brief, it appears that a 
nerve impulse reaching the motor terminals causes 
the release of acetylcholine, which then attaches to 
cholinergic receptor sites on the postjunctional 
membrane and initiates depolarization by produc- 
ing alterations in the membrane permeability to 
sodium and potassium ions. The depolarization then 
passes as a wave along the muscle fiber and “trig- 
gers” muscular contraction. Before a new wave of 
depolarization can occur, the membrane must first 
be repolarized; this apparently occurs when acetyl- 
choline is removed from the receptor sites through 
hydrolysis by the enzyme cholinesterase. Neuro- 
muscular block can be produced either by prevent- 
ing the depolarization of the postjunctional mem- 
brane, or by prolonged depolarization causing the 
membrane to be unexcitable. 


Nondepolarizing and similarly acting agents e 
1. Tubocurarine and gallamine. The nondepolariz- 
ing muscle relaxants (tubocurarine, gallamine) in- 
hibit neuromuscular transmission by preventing the 
access of acetylcholine to the cholinergic receptors 
on the postjunctional membrane. The effect wears 
off when the concentration at the membrane be- 
comes low enough that acetylcholine can cause a 
sufficient number of receptor sites to produce de- 
polarization. The drug concentration at the neuro- 
muscular junction is lowered by redistribution 
throughout body fluids and tissues as it is metab- 
olized and excreted. 

2. Ether. Ether has a blocking action at the neuro- 
muscular junction similar to that of the nonde- 
polarizing agents. During ether anesthesia, excel- 
lent muscle relaxation is easily obtained. When the 
depth of ether anesthesia is carried through plane 
four of stage three, respiratory paralysis occurs. 
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Ether acts synergistically with tubocurarine, and 
this potentiation of effect can produce extreme 
postanesthetic apnea unless care is taken in regu- 
lating the depth of anesthesia and the dose of 
curare administered. 

3. Antibiotics. Recently, surgeons and anesthesi- 
ologists have become aware of the neuromuscular 
blocking action of certain antibiotics. A number 
of cases have been cited which mention the pro- 
duction of spontaneous apnea during operation 
when antibiotics have been introduced into the 
thoracic or peritoneal cavity. When muscle re- 
laxants are used in the same patient, prolonged 
postanesthetic apnea may ensue. Studies have 
shown the blocking effect of these antibiotics to be 
of sufficient intensity to necessitate avoiding their 
use during operation, especially when muscle re- 
laxants are to be employed. 

4. Potentiating factors. Disturbances of electro- 
lyte and fluid balance are not uncommon in surgi- 
cal patients, especially where deficient intake or 
excessive loss from the gastrointestinal or geni- 
tourinary tracts may result in a lowered plasma 
concentration of potassium. In such patients, po- 
tentiation of the muscle relaxant must be antici- 
pated. That a relationship exists between potassium 
and tubocurarine has been known for many years.® 
Evidence indicates that potassium chloride protects 
dogs against the depressive effect of tubocurarine.” 

Termination of the neuromuscular blocking effect 
of nondepolarizing muscle relaxants depends on 
redistribution of the drug from the motor endplate.® 
In severely dehydrated patients, the blocking ac- 
tion of muscle relaxants is prolonged and may lead 
to the induction of apnea. 

Changes in body temperature may also potentiate 
the effect of nondepolarizing drugs. Elevation in 
body temperature is associated with increased sus- 
ceptibility to muscle relaxants, and a fall in body 
temperature may reverse the blocking action of 
tubocurarine.9 


Depolarizing and similarly acting drugs e 1. 
Succinylcholine and decamethonium. The depolar- 


The causative factors .. . of apnea act 
through the musculoskeletal system, central 
nervous system, and sensory system 
and in effect interrupt or alter the neural 
components that contribute to the cyclic 
character of respiration. These factors may 
act alone to produce apnea, but more 


often it is a combination of several factors 
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izing neuromuscular blocking agents act in a man- 
ner similar to acetylcholine and produce a depolar- 
izing-type block. Ordinarily the depolarizing-type 
block is of short duration, since at a pH of 7.4 
succinylcholine is rapidly hydrolyzed by the plasma 
enzyme pseudocholinesterase to succinylmonocho- 
line, and this in turn is more slowly hydrolyzed to 
succinic acid and choline. Succinylmonocholine also 
has a depolarizing blocking capability, although 
only about one twentieth that of the parent com- 
pound, succinylcholine. Enzymatic hydrolysis of 
both probably takes place in the liver. 

2. Local anesthetic esters. Procaine or other local 
anesthestic esters can act as competitive inhibitors 
for the enzyme cholinesterase.!° The hydrolysis of 
acetylcholine is 400 times faster than that of pro- 
caine, but the affinity of procaine for cholinesterase 
is about 220 times greater. Respiratory collapse is 
a prominent effect of overdose of local anesthetics. 
When succinylcholine is used in a patient who has 
been given a local anesthetic, prolonged apnea may 
follow. 

3. Potentiating factors. Controlled respiration is 
usually employed in conjunction with muscle re- 
laxants. Failure to provide adequate pulmonary 
ventilation leads to retention of carbon dioxide. 
Hypercapnia, thus induced, may lead to lowered 
blood pH and prolong succinylcholine apnea by 
inhibiting both the enzymatic and alkaline break- 
down of succinylcholine. Metabolic acidosis as well 
as severe alkalosis from any cause may inhibit suc- 
cinylcholine metabolism.!! 

Administration of succinylcholine over a long 
period may result in the accumulation of large 
amounts of succinylmonocholine, sufficient to cause 
prolonged postanesthetic apnea. Respiratory de- 
pression may be present for variable lengths of 
time, until the accumulated succinylmonocholine 
can be hydrolyzed by pseudocholinesterase.12 

When plasma levels of pseudocholinesterase are 
low in a patient receiving one of the depolarizing 
(succinylcholine) type muscle relaxants, prolonged 
postanesthetic apnea can occur. 

Low plasma pseudocholinesterase levels may be 
due to a number of circumstances. Liver disease! 
may result in low levels of the enzyme. Many cases 
of prolonged apnea following use of succinylcholine 
have been reported in patients with liver disease. 
Many of these patients are in a state of malnutri- 
tion, cachexia, or appear jaundiced. 

Anticholinesterase drugs (neostigmine or the or- 
ganophosphorous group) lower the enzyme levels 
and in toxic doses may produce respiratory paraly- 
sis by neuromuscular block. Of more concern to the 
anesthesiologist, however, is the possibility that 
persons exposed to atmosphere containing the or- 
ganophosphorous group—especially certain insecti- 
cides—may absorb sufficient quantities of the anti- 
cholinesterase over an extended period to markedly 
depress their blood level of pseudocholinesterase.!4 

Lehman and his co-workers!5-!6 have cited a 
number of cases in which a hereditary disorder 
exists with severe deficiency of plasma cholin- 


esterase. This familial tendency toward low plasma 
enzyme levels is currently receiving considerable 
attention. 

Low enzyme levels have also been encountered 
in patients with epilepsy, schizophrenia, and de- 
pression.!7 This may explain the observation that 
many patients undergoing electroshock therapy, 
where succinylcholine is employed, have exhibited 
prolonged apnea. 

There is the possibility that pseudocholinesterase 
levels decrease with time in stored citrated blood. 
If multiple transfusions are given to a patient re- 
ceiving succinylcholine, a decrease in available 
pseudocholinesterase may result by simple dilution. 
This is to be distinguished from using fresh whole 
blood as a means of therapy in prolonged apnea. 


Other factors affecting neuromuscular trans- 
mission e 1. Altered sensitivity of the myoneural 
junction. Although two types of block have been 
described, depolarizing and nondepolarizing, it has 
become increasingly apparent that in some patients 
such a sharp distinction cannot always be made. 
Various investigators!8 have shown that, during 
prolonged administration of a depolarizing agent 
such as succinylcholine or decamethonium, a dual 
block may occur—that is, the initially depolarizing 
block gradually changes to a nondepolarizing block. 
Dual block has frequently and disastrously been 
observed after the combined use of a depolarizing 
and nondepolarizing agent. The view has been ex- 
pressed that decamethonium will produce a non- 
depolarizing block rather than a depolarizing block 
in the involved muscles of patients suffering from 
myasthenia gravis.!9 

2. Overdosage. Overdosage of either type agent 
obviously will produce prolonged apnea. In the 
case of nondepolarizing muscle relaxants, neostig- 
mine will counteract the block. This “safety” factor 
does not hold true for the depolarizing muscle 
relaxants. 


Central nervous system conditions 
in the production of apnea 


Effects of oxygen and carbon dioxide e Oxygen 
lack leading to cerebral anoxia can result in apnea 
by damage to the respiratory center. The central 
nervous system is quite vulnerable to anoxia. The 
fundamental basis for this effect is the constant 
expenditure of energy, derived from oxidation, nec- 
essary for cell function. In brain tissue, there is 
practically no alternative to oxidation as a source 
of energy, and this, together with the high require- 
ments for oxygen by the brain, accounts for its 
vulnerability. 

Cerebral anoxia is caused by a variety. of condi- 
tions which may be seen during operation, includ- 
ing hypotension, hemorrhage, deep anesthesia, im- 
paired cardiac function, resuscitation from cardiac 
arrest, and the terminal stages of any illness asso- 
ciated with cerebral anoxia. 

The effects of hypercapnia in man are regarded 
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as more benign than those of anoxia, but they can 
scarcely be viewed with indifference. The respira- 
tory activity may show no signs of depression, 
but this does not preclude depression; rather it may 
mean that the depression of the center is being 
counteracted by a progressive chemoreflexive drive 
produced by the increased blood carbon dioxide 
tension level. 

Under circumstances of overventilation during 
anesthesia, the arterial carbon dioxide tension can 
fall to a level less than is necessary to stimulate the 
respiratory centers. Continued hyperventilation will 
produce postanesthetic apnea, and several minutes 
will be required before carbon dioxide accumula- 
tion is sufficient to initiate a stimulus to the center. 
Respiratory failure caused by sudden decrease in 
carbon dioxide tension due to tracheotomy has been 
reported.2° 


Drug and anesthetic effects e Opiates, barbitu- 
rates, and many of the anesthetic gases have a 
definite depressive effect on the respiratory centers. 
If a depressant drug such as morphine or thiopental 
is given rapidly by intravenous injection, apnea 
may be produced. 


Other causes of apnea e Postanesthetic apnea 
may result from interference with the autorhyth- 
micity of the respiratory center. Presumably, this 
can occur when neuromuscular blocking agents are 
used for relaxation and they are masking a very 
light anesthesia. The neuromuscular blocking agents, 
at the usual dosage levels, have no effect on the 
respiratory center, which will continue to discharge 
efferent impulses to the respiratory muscles and to 
receive afferent impulses from the periphery. The 
fact that the efferent impulses are blocked at the 
neuromuscular junction and that the afferent im- 
pulses, caused by artificially induced pressure 
changes in the lung, reach the respiratory center 
“out of phase” with its spontaneous activity, may 
interfere with its autorhythmicity. This may result 
in the inability of the respiratory center to “take 
over” after operation.2! 


The successful prevention and correction 
of anesthetic and postanesthetic 
apnea most often depend on the 

recognition of combinations of factors 
which, through additive or potentiating 
influences, can interfere with the 
feedback mechanisms that are 
essential for cyclic respiratory activity 
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Effects when drugs, anesthetics and oxygen and 
carbon dioxide imbalance are combined e Re- 
spiratory acidosis, mainly due to hypercapnia, must 
be viewed seriously, especially when cyclopropane 
anesthesia is employed. This combination frequently 
produces a complete cessation of all respiratory 
drive by the respiratory centers. 

Anoxia due to hypotension from so-called cyclo- 
propane shock may result in apnea. Dripps?2 be- 
lieves that the severe circulatory depression some- 
times seen shortly after withdrawal of cyclopropane 
is mainly a result of the previous presence of 
hypercapnia which had maintained the circulation 
at a hypernormal level. On withdrawal of the anes- 
thetic, respiration increases rapidly, arterial carbon 
dioxide tension falls sharply, and the circulation 
loses its previous support from the high levels of 
carbon dioxide tension before it has become capa- 
ble of normal control. 

The acidosis produced by high levels of carbon 
dioxide tension also plays a part in deepening the 
anesthesia produced by other drugs and may be a 
potent factor in delaying recovery in narcotic over- 
dosage. 


Sensory causes of apnea 


Role of the chemoreceptors e Carbon dioxide 
cannot stimulate respiration adequately when the 
respiratory center is depressed by anesthestics or 
other agents (such as barbiturates ). The main factor 
that prevents respiration from stopping completely 
is that the resulting hypoxia reflexly stimulates re- 
spiratory activity through the chemoreceptors. Un- 
der these circumstances, apnea will result if high 
oxygen concentrations are administered so that 
the hypoxia, and thereby the stimulus to the chemo- 
receptors, is eliminated. The chemoreceptor stimu- 
lus may be decreased and apnea produced by hav- 
ing a patient breathe oxygen after inhalation of an 
indifferent gas, such as nitrous oxide. The chemo- 
receptor response to either high or low levels of 
carbon dioxide tension is not great, and is seldom 
a factor in the production of apnea. 

Ether and cyclopropane are also known to depress 
impulses from the chemoreceptors. 


Role of the pressoreceptors e The possibility 
exists that reflexes aroused in the carotid sinuses 
by external pressure may be concerned with some 
anesthetic deaths.2° The carotid sinus receptors can 
be stimulated by external pressure; in the dog this 
may lead to the typical syndrome of hypotension, 
bradycardia, and apnea. If the anesthesiologist were 
to elicit a similar response by placing the fingers 
over the carotid sinus area, the results could be 
disastrous. The decreased blood flow resulting from 
hypotension could have grave consequences if 
combined with a pre-existing anoxic depression of 
brain cell function. 


Other reflexes e Afferents of the vagus and glosso- 
pharyngeal nerves serve several protective reflex 
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functions. An irritant (teeth, blood, mucus, and 
gases) in the upper respiratory tracts, including 
the nasopharynx, posterior pharyngeal wall, glottis, 
and trachea, can produce reflex apnea by laryngo- 
spasm. Breath holding can also be caused by stimu- 
lating the afferents of the trigeminal nerve endings 
in the nasal passages with ether. The presence of 
an endotracheal tube during light anesthesia may 
cause sufficient afferent stimulation to inhibit nor- 
mal respiration and potentiate the development of 
apnea from other causes. This inhibitory respiratory 
reflex is potent, but may be readily counteracted by 
deflation of the endotracheal cuff. 

Controlled or assisted respiration that results in 
overstretching the alveolar walls causes the Hering- 
Breuer receptors to produce an excessive barrage to 
the pontomedullary centers. Apparently, the cen- 
ters accommodate and will no longer respond to 
drive from normal respiratory excursions. Thus, 
apnea is likely to follow when controlled respiration 
is terminated. 


Summary 


Respiration is a complex cyclic servomechanism, 
the basic function of which is to maintain appro- 
priate gaseous exchange to suit body needs. Res- 
piration is primarily a muscular event, because the 
musculoskeletal system provides the final source of 
energy for thoracic changes essential for actual 
gaseous exchange in the lungs. 

The automatic character of respiration is main- 
tained by the neural respiratory centers. From here 
efferent impulses are transmitted to the musculo- 
skeletal system. Afferents from the periphery to the 
neural respiratory centers complete the cycle by 
providing inhibitory and excitatory influences. The 
normal cycle of respiration can also be modified by 
impulses from the cortical, hypothalamic, and other 
regions. 

The causative factors related to the production 
of apnea act through the musculoskeletal system, 
central nervous system, and sensory system and in 
effect interrupt or alter the neural components that 
contribute to the cyclic character of respiration. 
These factors may act alone to produce apnea, but 
more often it is a combination of several of these 
factors which tends to cause cessation in the re- 
spiratory cycle. For example, acidosis alone may 
not produce apnea, but the combination of narcosis, 
anoxia, and acidosis will almost invariably produce 
apnea. Although muscle relaxants have been most 
frequently associated with apnea, the real cause is 
usually a combination of many factors. The depth 
of anesthesia and the type of anesthetic agent may 
have their effect, as well as the electrolyte balance 
and enzyme levels. 

The successful prevention and correction of an- 
esthetic and postanesthetic apnea therefore most 
often depend on the recognition of combinations of 
factors which, through additive or potentiating in- 
fluences, can interfere with the feedback mecha- 
nisms that are essential for cyclic respiratory activity. 
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The survey film 


in acute abdominal disorders 


CARL L. NEUFELD, D.O.,* Merchantville, N.J. 


In perusing the literature on this subject, one is 
impressed with the relative paucity of material 
available. The major fundamental contributors to 
the interpretation of the “flat” or “scout” abdominal 
film have been Laurell and Frimann-Dahl. With 
the exception of an occasional article written by 
Wangensteen, Rigler, Sussman, and Levitin, few 
original investigations can be found. That the ab- 
dominal film has not received the notice it has 
deserved might be the fault of the radiologist, who 
has not convinced the surgeon of its importance 
in diagnosing acute abdominal conditions. 

This paper, submitted in partial fulfillment of the requirements for 
certification of the American Osteopathic Board of Radiology, was 
prepared during the residency of Dr. Neufeld in the Department of 


Radiology of Doctors Hospital, Columbus, Ohio, of which Dr. Theo- 
dore C. Hobbs is chairman. , 


®Address, 212 Cherry Hill Apts., W. 
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Acute intra-abdominal conditions may be baffling 
not only to the surgeon but to the internist as well. 
Unfortunately, the surgeon is too frequently inter- 
ested in one of three things: Is there free air 
beneath the diaphragm? Is there (an often sought 
but infrequently seen finding) a stepladder pat- 
tern? Is there evidence of biliary or urinary calculi? 
Clinical and physical signs are sometimes poorly 
defined or absent, thus making it difficult to decide 
whether or not to operate. 

In substantiating or establishing a diagnosis, con- 
siderable aid might be obtained from survey or 
“scout” films of the abdomen. It should be re- 
membered that the roentgen examination of the 
abdomen is not in competition with the clinical 
examination, but in cooperation with it. Both are 
performed with the intention of effecting the most 
accurate diagnosis possible through the combined 
efforts of the internist, the surgeon, and the radi- 
ologist. 


827 


: 
i| 
i 
| 
| 
| 
| 
i} : 
2 
i 
= 


Technical factors 


A survey film is one obtained without employing 
contrast media and without any preparation of the 
patient. The minimum preliminary examination 
should include an anteroposterior recumbent pro- 
jection of the abdomen (including the diaphragm 
and the symphysis pubis), an anteroposterior erect 
film of the same area, and an erect posteroanterior 
chest film. 

Diseases of the chest are frequently manifested 
by referred pain in the abdomen. Right basal pneu- 
monia, for instance, could present symptoms of 
acute gallbladder disorders or acute appendicitis. 
Also, abdominal lesions can produce secondary 
changes in the thoracic cavity, such as basal atelec- 
tasis, as a result of diminished diaphragmatic ex- 
cursions. 

If care is taken to direct the x-ray beam in a 
direction horizontal to the dome of the diaphragm, 
even small amounts of air can be detected. 

The value of the erect position in x-ray diagnosis 
of acute abdominal conditions is well established. 
However, the left lateral decubitus position, utiliz- 
ing grid cassettes, can replace erect positioning in 
debilitated patients; this is of comparable accuracy 
in demonstrating free air in the peritoneal cavity 
and air-fluid levels in the intestine.! Because more 
coils of small bowel are located on the left side, 
the right lateral recumbent film is better for deter- 
mining fluid levels. However, left lateral recumbent 
films are better to determine the presence of pneu- 
moperitoneum. 

According to the experience of Frimann-Dahl,? 
the best results are obtained when relatively low 
milliamperage and high kilovoltage are used; this 
will yield better film latitude, which is of particular 
importance in the flank area. 


Examination of the abdominal film 


In the plain film certain organs can be accurately 
delineated, and others only seen in part; in some 


In substantiating or establishing 
a diagnosis, considerable aid might be 
obtained from survey or “scout” films of the 
abdomen. It should be remembered that the 
roentgen examination of the abdomen 
is not in competition with the clinical 


examination, but in cooperation with it 


instances only an indefinite suspicion of anatomic 
variation can be determined. Ordinarily, the rela- 
tive size and shape, changes in density, or other 
significant alterations can be determined for the 
liver, spleen, pancreas, kidneys, psoas muscles, and 
urinary bladder. Occasionally, similar changes can 
be noted in the prostate, seminal vesicles, and the 
uterus and its adnexa. Also seen are multiple retro- 
peritoneal structural variations. 

The kidneys are checked for size, position, and 
contour. The course of the ureter is followed for 
possible identification of urinary calculi. Often the 
clue to a pathologic process is obtained by study- 
ing the bony architecture of the vertebral bodies 
or the pelvis. However, study and attention should 
be critically directed towards each of the factors 
considered below. 


The flank area e Understanding the roentgen pic- 
ture of the flanks is the key to diagnosis of many 
acute abdominal lesions. These findings are valu- 
able in the demonstration of abnormal signs in 
cases of exudates and inflammation. 

Four distinct, stripe-formed zones are found in 
the flank, and denser spaces are seen between them. 
The broadest and longest of these zones is a medial 
stripe corresponding to the extraperitoneal fat layer 
or properitoneal fat layer, which separates the 
parietal peritoneum from the transverse abdominal 
muscle. This separating stripe is significant since it 
is obliterated very early in an inflammatory process. 
The next two lateral lucent stripes are the fat lay- 
ers between the internal and external abdominal 
muscles. 

The fourth fatty layer, most laterally situated, 
corresponds to the subcutaneous fat. In this layer 
a fine network, composed of fibrous tissue and small 
vessels, is seen. When there is a pathologic condi- 
tion this network may be more pronounced. In 
older people the stripe is indistinctly marked be- 
cause the fat is only slightly developed and because 
of the relatively high water content of fat in persons 
of that age. 

An increased abdominal content, such as that 
seen in adipose patients and in infants (as a result 
of normally gas-filled intestinal coils) will con- 
tribute to a lateral bulging of the flanks over the 
striped area. However, in nonobese adults, a similar 
process is present only when there is a pathologic 
condition, such as edema of the abdominal wall 
or free fluid.? 


Distribution of the gas pattern e The normal film 
of the abdomen may show gas in the stomach, the 
duodenal bulb (pars superior), the terminal ileum, 
or the colon. 

Gas in the small bowel is abnormal except in 
infants. In small children it varies in amount and 
produces differing degrees of distention; it origi- 
nates when they swallow air while crying, gasping, 
or eating. The relatively slack abdominal wall con- 
tributes somewhat to the reduced absorption of 
gases. In addition, a small child’s ileocecal valve 


is nearly always incompetent, so that there is some 
regurgitation of gas from the colon into the terminal 
ileum. 

In adults, some gas is often accumulated in the 
terminal ileum, most commonly after an enema. 
This accounts for the occasional fluid level seen 
in that area. 

Gas in the bowel, in general, is from three 
sources: 68 per cent is swallowed air; 22 per cent 
is caused by diffusion from the blood stream; and 
10 per cent is the result of digestive fermentation. 
The swallowed air seen in the stomach is broken 
into small bubbles in the jejunum and carried in 
solution with the intestinal contents. Interference 
with the normal passage of intestinal contents will 
affect the gas held in solution. It will be thrown 
out of solution, and it will then appear on the 
x-ray film.$ 

There are two abnormal situations where small 
bowel gas will be found. One is in paresis of the 
bowel, in which there is no peristalsis; this is a 
paralytic or adynamic ileus. The other condition 
is a mechanical block in the lumen, called a me- 
chanical or dynamic ileus. 

A dynamic ileus represents reflex inhibition, either 
by stimulation of the sympathetic fibers or by 
inhibition of the parasympathetic fibers. Intestinal 
absorption takes place within the numerous villi 
lining the surface of the small bowel. The con- 
tinuous change in shape of the villi during intestinal 
peristalsis provides new surfaces for absorption. 
With cessation of peristalsis, no new surfaces are 
exposed. The gas present is no longer held in 
solution, and it becomes evident on the film. 

Paralytic ileus is responsible for the distention 
which follows 75 per cent of abdominal operations; 
it disappears on the third or fourth postoperative 
day. When the ileus disappears, the patient com- 
plains of “gas pains,” which probably are due to 
the resumption of peristaltic activity. 

Adynamic ileus may also follow emotional dis- 
turbances such as fear, fright, or pain. It accom- 
panies instrumentation, follows spinal cord injuries, 
and results from severe extremity fractures. This 
is not a serious condition, and fatal sequelae do not 
follow; but its differentiation from the more serious 
mechanical obstruction of the small bowel, which 
does require immediate therapy, is important. It 
is generally contended that gases containing nitro- 
gen (such as air) are slowly absorbed from the 
intestine, while those containing greater ratios of 
oxygen or carbon dioxide vanish rapidly. The main 
portion of the gas is absorbed by the blood vessels 
and expelled by respiration. One might speculate 
whether or not the reason aged persons normally 
have more intestinal gas is because they have poor 
absorption as a result of atherosclerosis, and a 
relatively higher blood nitrogen concentration. 

The shape of a meteoristic or distended colonic 
loop in the flank is also noteworthy. The lateral 
border is flattened and the haustrae are sharply 
edged, while the medial border is still normal with 
rounded contours. Such a finding proves that no 
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free fluid is present and that ileus does not exist. 

The demonstration of the magenblase (stomach 
bubble) in the erect position permits some concept 
of soft-tissue space between the top of the stomach 


and left hemidiaphragm. If this distance exceeds _ 


5 mm., a filling defect within the fundus is sug- 
gested.4 The gas bubble may be absent or con- 
stricted in size, as in an infiltrating carcinoma of 
the stomach. Downward, lateral, or anteroposterior 
displacement of the gas bubble is found when there 
is enlargement of the left lobe of the liver, splenic 
rupture, tumor masses, subphrenic abscess, or the 
accumulation of peritoneal fluid. Occasionally, an 
elongated stomach fluid level suggests small bowel 
obstruction. Stomach distention appears in advanced 
pyloric obstructions (or in obstruction from other 
causes); as a terminal condition, particularly in 
uremia; or in acute reflex gastric dilatation. 

Small, spotted areas of small bowel gas are of 
no significance, especially in patients having pain. 
However, if a small localization of gas remains 
constant in a given area on several repeated ex- 
aminations, one must begin to suspect a mechanical 
obstruction, pancreatitis, devitalized bowel, or an 
abscess. This sign has also been referred to as the 
“sentinel loop.” 

If the patient has not recently had an enema, 
gas in the rectum implies that if obstruction is 
present, it is not complete. Displacement of the 
rectal shadow from the center of the pelvis sug- 
gests a space-occupying lesion. Overdistended gas- 
containing bowel in the periphery of the abdomen 
is characteristic of large bowel obstruction, except 
for a distention localized in the upper right quad- 
rant, which is characteristic of sigmoidal volvulus. 
It is important to note the amount of separation 
between bowel loops; this indicates peritonitis or 
a localized abscess formation. If the distance ex- 
ceeds 3 mm., peritonitis is probably present.4 

Diminished gas shadows may be seen in infants, 
as the bowel may not contain gas for the first 24 
to 36 hours; they may also be seen in a patient 
with clinical evidence of obstruction who is having 
considerable vomiting. An unexplainable absence 


The minimum preliminary examination 
should include an anteroposterior 
recumbent projection of the abdomen 
(including the diaphragm and the symphysis 
pubis), an anteroposterior erect 
film of the same area, and an 


erect anteroposterior chest film 
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of gas where it is usually found may be pathogno- 
monic of a space-occupying lesion. 

Extraluminal gas beneath the diaphragm is usual- 
ly pathognomonic of a ruptured hollow viscus, ex- 
cept when seen soon after operation. Extraluminal 
gas may also be observed in abscess pockets or in 
the biliary tract, as well as in a retroperitoneal 
location, where it appears in a streaky pattern. 

Spontaneous pneumoperitoneum usually indicates 
perforation of a gastrointestinal viscus, if the patient 
has not had an abdominal operation in the past 2 
or 3 weeks. Free intraperitoneal air may not always 
be demonstrable in spontaneous peritoneum. Among 
the causal factors are: the liver adheres to the 
right diaphragm; fluid in viscus prevents gaseous 
escape; perforation might have sealed itself off 
before more than 5 cc. escape; or roentgenographic 
technic may be faulty, such as failure to make the 
examination with the patient in an erect position 
or failure to allow the patient to lie on his left 
side or to stand upright long enough.5 

In differential diagnosis it is important to elimi- 
nate interposition of colonic gas between the liver 
and the diaphragm. The presence of haustral mark- 
ings differentiates these two conditions. 


Fluid in the intestine e The fluid normally present 
in the intestine originates from ingested food and 
from the secretions of the intestine. Fluid levels 
in the small bowel are typical of obstruction. In 
high obstruction, vomiting is early and fluid levels 
are few; in low obstruction, the fluid levels are 
increased in number and situated lower. Fluid lev- 
els in the large bowel may be due to a recent 
enema, and these are considered normal. 

Mechanical obstruction, complete or incomplete, 
results in changes on the x-ray film. Causes for 
these changes may include: neoplasm, cicatrizing 
enteritis (which kinks or compresses the bowel), 
volvulus, intussusception, unreduced internal or 
external hernia, localized abscess, impacted gall- 
stone at the ileocecal valve, and edema of the 
bowel caused by low plasma-protein concentration.” 

The “axiom” that the appearance of fluid levels 
in the erect scout film is pathognomonic of intes- 
tinal obstruction has recently been challenged.8 It 
is claimed that fluid-level production is the anti- 
thesis of a saline cathartic action. Nausea encour- 
ages air swallowing; so any circumstance which 
mobilizes fluid in the intestine and causes nausea 
will give rise to fluid levels. Here, the most likely 
condition would be a variant which causes bowel 
stasis. Whether irritants or cathartics have been 
ingested should be determined before abdominal 
flat films are made. 

An almost complete, low small bowel obstruction 
can exist for days with minimal or no symptoms. 
The fact that a patient had a bowel movement does 
not exclude obstruction. The bowel distal to the 
obstruction will continue to evacuate its contents. 
As soon as gas distends the bowel, there is inter- 
ference with absorption, causing more gas and fluid 
to accumulate. Fluid also accumulates as a result 
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of increased activity ot the glands in the obstructed 
bowel. The bowel shortens, giving less absorptive 
surface. This tends to increase intraluminal pres- 
sure. 

The venous channels in the lower ileum are 
mostly submucosal. With an increase in intra- 
luminal pressure these latter veins are easily col- 
lapsed. The heart continues to force blood into the 
arteries, but the veins cannot return the flow. Fi- 
nally, blood seeps into the lumen of the bowel, 
adding to the pressure and fluid. Pressure necrosis, 
gangrene, and perforation of the bowel will follow, 
resulting in peritonitis.® 


Free fluid in the peritoneal cavity e The demon- 
stration of free fluid in the pelvis usually requires 
an erect, lateral decubitus, or transabdominal pro- 
jection. Since the slow accumulation of gas in the 
intestine makes its loops lighter than fluid-filled 
ones, these lighter loops have a tendency to ascend. 
The condition is different when the intestines are 
filled with fluid. Then they tend, as does free fluid, 
to occupy the lowest parts of the abdomen and are 
found with the fluid in the lesser pelvis or in the 
flanks. 

The diagnosis of free fluid, exudate, or blood is 
exhibited on the films as a density which nearly 
corresponds to that of the musculature or the 
parenchymatous organs. Small amounts of fluid in 
the pelvis are demonstrated between the perito- 
neum and the intestinal loops as a narrow density. 
Small quantities of fluid are also visible as irregular 
stripes between gas-filled intestinal coils. The bowel 
segments are separated by the fluid which appears 
as broadened white stripes of a triangular or stellate 
shape. If such a picture is found, about 20 to 30 cc. 
of fluid are present. If the density of the triangular 
stripes is broader, the assumption is that 100 to 150 
ce. of fluid are present; there is often a “new-moon” 
shape between the symphysis and the intestine. The 
fluid in the pelvis, as in the flanks, gives the intes- 
tinal loop a rounded form, contrary to the “normal” 
edged, angulated, or polyhedric appearance. If the 
exudate forms a half-moon shaped density, approxi- 
mately 200 to 300 cc. of fluid are estimated to be 
present. When the entire pelvis is filled with fluid, 
giving a full-moon appearance, the amount of fluid 
usually present is more than % liter.2 

Difficulty arises in differentiating this density 
from pathologic changes in the pelvis, such as 
ovarian tumors or abscesses. The criterion for dif- 
ferentiation is that tumors have a cranial convexity 
(often easily demonstrated against the intestine), 
whereas the exudate has no distinct upper contour, 
the density continuing towards the flanks. One 
method of differentiation is to place the patient on 
his side (preferably left) and project the x-ray 
beam horizontally (anteroposteriorly ) through him. 
If the mass or corresponding density persists in that 
position, a tumor is probably present. If a definite 
reduction is apparent, an exudate is suggested. 
Fluid in that position may float towards the flank, 
whereas the tumor remains in the same position. 


Emptying the bladder before taking the x-ray film 
will rule out one possible source of confusion. 

Collection of fluid in the flanks may be associated 
with fluid in the pelvis, or it may be isolated—for 
instance, in localized peritonitis or as a result of 
hemorrhage. To demonstrate the presence of fluid 
it is best to place the patient on his side for a short 
interval to permit fluid accumulation in the lower 
flank. When fluid is present in the lateral part of 
the abdomen, a greater-than-normal density ap- 
pears. The shadow is similar to that of musculature 
and the parenchymatous organs. Because the fluid 
pushes the intestinal coils medially, the margin of 
the flank stripe or properitoneal fat line is smooth 
and sharp; the image, therefore, is unchanged. 

Small amounts of fluid, most distinctly exhibited 
in hemorrhages, appear as a fine stripe-formed den- 
sity lateral to the intestine, and this density extends 
from the flanks downward to the iliac fossa. A 
density of this kind is often no broader than the 
intestinal wall, but it is distinguished from the wall 
by the straight margin of the fluid, which is viewed 
as a continuous band. Fluid, therefore, outlines the 
abdominal cavity laterally, and the density has a 
straight and smooth contour, shown in a position 
lower than normal in the pelvis.!° 


Ascites e In most cases the roentgen appearance 
of ascites (Fig. 1) shows a diffuse density, perhaps 
covering the entire abdominal field, thus allowing 
only a dim visualization of the normal contours of 
the organs and of the musculature. The border of 
the flank is pushed more and more laterally so that 
the extraperitoneal fat becomes continually nar- 


Fig. |. Ascites in advanced portal cirrhosis. At autopsy, 5,000 cc. 
of fluid were removed. 
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Fig. 2. Uterine leiomyomata. 


rowed; it may even vanish completely. The pro- 
peritoneal fat line is often blurred because of 
edema and hyperemia, as a result of local or gen- 
eralized peritonitis. The small bowel tends to float; 
the diaphragm rises, especially on the left; and 
altered diaphragmatic excursion with marked ele- 
vation sometimes produces a pressure atelectasis at 
the base of the lungs. 


Abdominal masses e Localized intraperitoneal 
abscesses may be demonstrable (Fig. 2) as homog- 
enous soft tissue shadows, most commonly in the 
appendiceal or pelvic regions. If they contain gas, 
films taken with the patient in an upright position 
will usually reveal the wall of the mass, as well as 
fluid levels.11 Occasionally, abscesses present a 
mottled pattern of many tiny gas bubbles. Occa- 
sionally renal or ovarian tumors are seen; if these 
masses contain calcification, they probably have 
persisted for a long while. Dermoid cysts are seen 
as relatively transparent, round or oval images of 
irregular density with a dark ring at the periphery, 
representing the cyst wall. Sometimes, parietal cal- 
cifications and plaques of bony tissue with dente- 
lated outlines appear among the cysts. Ovarian 
cysts are seen as oval or round shadows of uniform 
darkness, often with signs of parietal calcifications. 


Opaque shadows e The two opacities of greatest 
surgical significance in the abdominal scout film 
are gallstone shadows, which are usually located in 
the right upper quadrant and which occasionally 
have a laminated appearance, and ureteral calculi. 
The lucent center in a phlebolith distinguishes it 
from a calculus. 
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Fig. 3. Modified stepladder pattern caused by intestinal obstruc- 
tion from adhesions. Note calcification of the splenic vasculature. 


Ureteral calculi passing along the urinary tract 
are most often detained at one of the three points 
of natural constriction: at the ureteropelvic junc- 
tion, as the ureter crosses the bony pelvis, and at 
the ureterovesical junction. A careful search should 
be made in these locations, although it is possible 
for a stone to lodge at any location. As they pass 
down the ureter, small, irregular stones formed in 
the calyces of the kidney pelvis present typical 
symptoms of renal colic. Such stones may remain 
in situ, gradually being enlarged to enormous pro- 
portions by successive urinary deposits. They some- 
times form complete kidney pelvis casts, known as 
“stag-horn calculi.”!2 

Urinary calculi may be confused with numerous 
pathologic changes in the abdomen; among these 
are gallstones, calcifications of costal cartilages, 
calcified mesenteric lymph nodes, fecaliths, phlebo- 
liths, calcified necrotic fat nodules in the omentum, 
foreign bodies in the intestinal tract, and warts and 
moles on the skin. Artifacts, due to marks on the 
film or the intensifying screen, may cast confusing 
shadows. 

Other opacities sporadically found in the abdomi- 
nal and periabdominal regions are colonic diverti- 
cula (retaining barium), iodized oil along nerve 
sheaths, buckshot in the gastrointestinal tract, bis- 
muth in gluteus muscles, splenic tubercles or splenic 
arterial calcifications in the aged (Fig. 3), vas- 
cular metallic clips used in neurosurgical proce- 
dures, wire suture in the abdominal wall, bone 
graft in the lower spine, calcified costal cartilage, 
calcifications in the abdominal aorta and in the iliac 


832 


and hypogastric vessels, calcifications in the adrenal 
gland, calcified mesenteric lymph nodes which ap- 
pear as calcified “mulberries,” calcified uterine fi- 
bromata, and calcifications in the pancreas. Of a 
series of pancreatic calcifications found by x-ray, 
it was determined that when the amount of calcium 
increased, the frequency and degree of pain often 
decreased.!3 In the individual case, however, the 
degree of pain had no relation to the amount of 
calcification. But the degree of pancreatic dysfunc- 
tion was correlative with the degree of calcification. 
Round or plaquelike areas of calcification are some- 
times seen in the pancreatic area; these may result 
from healed acute hemorrhagic pancreatitis. Calci- 
fications in the liver parenchyma are observed in 
cavernous hemangiomas, phleboliths, and in vari- 
ous cysts, such as echinococcus cysts and tuber- 
culous granulomas. 


The psoas shadows e Being most pronounced in 
athletes and pyknic individuals, the psoas shadows 
are normally slightly convex laterally; conversely, 
the borders are somewhat concave in asthenic per- 
sons. The psoas shadows are significant in that they 
give important clues to the presence of any retro- 
peritoneal abnormalities, such as tumor masses or 
abscesses. Indirect signs of an infection extending 
into the retroperitoneal tissue may result in ob- 
scuration and obliteration of the psoas muscle 
border. Increased muscle shadow density is also 
seen in severe cases. Spinal curvature toward the 
unaffected side is likewise resultant. In perine- 
phritic abscess, oddly enough, the kidney outline is 
maintained. If the infection is not diffuse, but re- 
mains localized, the psoas shadow may not be en- 
tirely obliterated. Similarly, carcinomatous infiltra- 
tions may obliterate the psoas muscle if the process 
is extensive. 


Roentgen findings in specific 
abdominal disorders 


Perforated peptic ulcers and sigmoid diverticula 
e The diagnosis of a perforated ulcer is based 
mainly on the demonstration of pneumoperitoneum. 
Demonstration of free fluid in the peritoneal cavity 
or signs of a peritoneal irritation are also findings 
for this diagnosis. However, it is important to re- 
member that the absence of free gas does not 
exclude or even militate against the diagnosis of a 
perforation. Occasionally, the small gas bubbles 
which escape from a hollow viscus are absorbed 
spontaneously and rather quickly, thereby explain- 
ing negative findings. It is also possible that the 
perforation may heal spontaneously. The air is best 
visualized under the diaphragm and above the 
dense liver parenchyma, but it can also be entirely 
confined to the left side, as in perforations into the 
omental bursa. 

The intestinal condition in perforation also de- 
serves special attention. So-called spontaneous 
pneumoperitoneum occurs with a long list of other 
disorders. For example, air may penetrate from the 
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uterus, or it may derive from gas-producing bac- 
teria; intestinal perforation from carcinoma or 
trauma can occur; and gas can be found after ab- 
dominal operation for as long as 2 or 3 weeks. In 
the léft lateral decubitus position, the air in a 
perforation will be seen as a thin, translucent area 
under the right lateral abdominal wall and between 
it and the liver (Fig. 4). 

The left lateral decubitus position is considered 
superior to the upright position on the natural pre- 
sumption that air, if present in the stomach, could 
escape only through the perforation. A recent ar- 
ticle by Woodruff and associates!4 describes use of 
a translateral view with the patient in Fowler's posi- 
tion. They claim 100 per cent effectiveness in dem- 
onstrating free air under the diaphragm with this 
technic. 

Clinically, boardlike rigidity is not always pres- 
ent. 


Intestinal obstruction e Ileus results from a me- 
chanical block of the bowel or from inhibition of 
gastrointestinal motility. Adynamic ileus affects 
both the small and the large bowel simultaneously; 
it occurs after abdominal operation, with peritoni- 
tis, in pneumonia, after vertebral fracture, and as 
a terminal event in many acute abdominal diseases. 
It is a functional type of obstruction, possibly due 
to interference with the nervous mechanism which 
maintains peristalsis. 

Mechanical obstruction (dynamic ileus) is sur- 
gically the more important of the two types. Intus- 
susception is the chief cause of obstruction in in- 
fants, but it is rarely seen in patients beyond age 
10. In young adults, obstruction is most frequently 
the result of postoperative adhesions. In later life, 
it is more commonly caused by neoplasms. Neo- 
plasms produce 90 per cent of colonic obstructions; 
about 8 per cent result from sigmoidal volvulus.15 

Under normal conditions, stasis does not occur 
in the gastrointestinal tract, and air is seen only in 
small amounts in the stomach and in the colon. The 
appearance of even a small amount of gas in the 
small intestine indicates either a mechanical or an 
adynamic obstruction to the normal flow. On the 
other hand, it is rare for gas to be absent from the 
colon. In the presence of a colonic obstruction, the 
amount of gas in the colon is greatly increased. 
Unless the patient has recently vomited, the ab- 
sence of air in the stomach is strong evidence 
against a diagnosis of obstruction. Rectal gas is 
rarely present in mechanical obstruction; but it is 
seen after enemas wherein air is introduced through 
a tubing. Cleansing enemas may produce confusing 
fluid levels in the colon. 

The most common sites of small bowel obstruc- 
tion are in the right iliac fossa and in the pelvis. 
It is now commonly accepted that distended small 
bowel in a stepladder pattern with “hairpin” turns 
is almost synonymous with small bowel obstruction 
(Fig. 3). Fluid levels may be demonstrated in the 
erect or the lateral recumbent positions; subse- 
quently, evidence of peritonitis becomes apparent. 


JOURNAL A.O.A., VOL. 60, JUNE 1961 


Fig. 4. Air-fluid level in left lateral decubitus position, with sen- 
tinel loop due to perforation of the posterior pylorus. Aspiration 
yielded 1,500 cc. of fluid. The patient ultimately developed a 
left subdiaphragmatic abscess. 


The appearance of the colon in mechanical small 
bowel§fobstruction is typically either contracted or 
complftely collapsed, but the colon is not gas filled. 
However, this typical appearance is not always 
found; occasionally some gas may be found in the 
cecum or the sigmoid even if the obstruction is 
complete. This phenomenon is especially noted in 
the patient who has had an opiate, such as mor- 
phine, some hours before the x-ray examination. 

Peritonitis and exudate in the abdomen are rec- 
ognized as increased densities between gas-filled 
loops, the distance between which will exceed 3 
mm. There is a tendency for the loops to become 
adherent and fixed in position, so that on an erect 
film one sees fixed loops scattered through the ab- 
domen with fluid at various levels. With a persistent 
peritonitis, the mechanically dynamic bowel be- 
comes a paralytic, adynamic bowel, as a result of 
the inhibitory impulses due to peritoneal irrita- 
tion.16 

An alteration of the properitoneal fat line also 
signifies exudate within the abdomen; however, ab- 
sence of this sign does not exclude the presence 
of an exudate. If exudate infiltrates the fat, the 
latter may have a blurred appearance or it may be 
obscured completely. 

In mechanical ileus, fluid levels in two segments 
of the same coil are at different heights as a result 
of intestinal peristalsis; whereas in paralytic ileus 
the fluid levels are at the same level because peri- 
stalsis has ceased. 

How do we know whether a loop of bowel is 
part of the large or small intestine? The jejunum 
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and the ileum have no indented serosa, and the 
jejunum has a coiled-spring appearance; the colonic 
serosa is indented by haustrae. If a fluid level is 
present, the bubble of air above the fluid has a 
greater length than height; in addition, the valvulae 
conniventes are frequently seen. The air bubble in 
the large intestine is of greater height than length; 
and the haustral formation is seen. 

The relative absence of large intestinal gas is an 
almost constant finding in small bowel obstruction. 
As stated earlier, a roentgenogram which demon- 
strates fluid levels in dilated coils of small bowel is 
pathognomonic of intestinal obstruction. There is 
great unanimity of opinion on this point in the 
literature.!7 

In evaluation of fluid levels, the most important 
erroneous source is a fluid level in the large intes- 
tine due to retained enema. It is important that a 
patient not be given enemas before abdominal 
x-ray evaluation. Fluid levels are found in both 
paralytic ileus and in mechanical ileus. At first, only 
distention, which is chiefly localized in the large 
bowel, is found. In fully developed paralytic ileus, 
however, there are small bowel fluid levels which 
correspond completely to the findings of mechanical 
ileus. In paralytic ileus, however, there will always 
be a meteoristic large intestine, which is rarely the 
case in obstruction of a mechanical nature. 

Mixed forms of ileus may occur in intraperitoneal 
abscesses, particularly in appendiceal abscess. Ob- 
struction of the large intestine is characterized by 
a gradual distention of bowel and by formation of 
fluid levels in the parts of the large intestine proxi- 
mal to the obstruction. When a simultaneous peri- 
tonitis exists or when the obstruction has been 
present for a long time, the x-ray evidence of ileus 
will spread to the small bowel. 

By irritating the peritoneum, which produces an 
inhibitory impulse on the digestive tract, any local- 
ized inflammatory process can cause a localized 
ileus. The “sentinel loop” is seen in acute gall- 
bladder disease, acute appendicitis, acute pancreati- 
tis, perforated ulcer (Fig. 4), and appendiceal ab- 
scess.18 If the abscess lies close to the peritoneum, 
it may infiltrate and obscure the properitoneal fat 
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Strangulating obstruction e A strangulation ileus 
is a condition in which the two limbs of a bowel 
loop and its mesentery are incarcerated so that the 
mesenteric vessels are either totally or partially 
occluded. The strangulated loop will accumulate 
gas only if the intestine has been partially obtu- 
rated—not at all in a closed loop. The gas, as pre- 
viously mentioned, is mainly derived from swal- 
lowed air either in the small or large bowel. If 
partial strangulation exists, distinct gas and fluid 
levels will be seen. However, if complete strangu- 
lation is present, these signs will not be seen. 
The tighter the strangulation, the more fluid and 
the less gas will be seen within the closed loop. In 
addition, peritoneal fluid is found frequently in the 
pelvis, in the flanks, or between the loops. 
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Adhesions e If the films are taken while symptoms 
are present, intra-abdominal adhesions may be seen 
as fixed loops of small bowel. Partial obstruction, 
due to adhesions, is found in ambulatory patients 
with a vague history of occasional cramplike pains; 
these patients will register normal temperatures 
and normal leukocyte counts.!5 Usually there is a 
history of previous abdominal surgery. However, 
adhesions are usually very difficult to diagnose ac- 
curately on a survey film. 

At this point it might be worth commenting on 
the use of the Miller-Abbott tube and the occa- 
sional need for the use of contrast media. Intuba- 
tion in the treatment of obstructing small intesti- 
nal lesions allows aspiration of gas and fluid so 
that the vicious cycle of bowel distention and in- 
crease in secretion can be abated. Occasionally, 
fluoroscopic guidance is required to determine 
whether or not the Miller-Abbott balloon is in the 
stomach or in the duodenum. To determine this, an 
easy method for localizing the balloon’s position is 
through air injection. If the balloon is in the stom- 
ach, the gas bubble will go higher; if the balloon 
has passed the pylorus, air will accumulate in the 
duodenum.?9 

For many years, some surgeons objected to the 
oral administration of barium in cases of ileus; one 
still sees this stated in current literature. The reason 
for opposing the use of barium in the presence of 
obstruction is an idea that the contrast media will 
inspissate and increase the degree of obstruction. 
Apparently, according to Frimann-Dahl,? the oppo- 
site occurs. In occlusion, at least in the small intes- 
tine, there will always be fluid proximal to the ob- 
struction; as the barium descends it is diluted, 
gradually becoming thinner and thinner (ultimately 
becoming quite transparent). Even if the obstruc- 
tion is in the large bowel, in most cases no ill 
effects will ensue since here, also, fluid dilutes the 
barium suspension. Contrast medium can be of 
greatest importance for visualizing a regional in- 
flammatory process or a mesenteric thrombosis. In 
the experience of one author,? barium given orally 
in small amounts of 2 teaspoonfuls presents neither 
a danger to the patient nor a complication to sub- 
sequent surgical procedures, whatever the existing 
ailment might be. 


Mesenteric thrombosis ¢ A thrombus or an embo- 
lus may occur anywhere in the mesenteric vessels. 
The lesion appears more frequently in the arteries 
than in the veins; it is forty times more frequent 
in the superior than in the inferior mesenteric ar- 
tery. It is rarely seen in persons under 40, and is 
more frequent in men than in women. In nearly 
all cases, the scout film shows the common feature 
of a distended small bowel, containing gas and 
fluid. Occasionally, there is also some large intes- 
tinal distention and evidence of peritoneal fluid.17 

Embolism and thrombosis of the mesenteric ves- 
sels present typical pictures of obstruction, but 
error in interpretation is of little importance since 
surgical intervention is indicated in either case. 


Most of these patients give a history of having 
passed blood by rectum if the bowel is infarcted, 
and some are in a degree of shock. 

Recently, Nelson and Eggleston” stated that the 
findings of a rigid, edematous segment of bowel 
with a small, unspectacular collection of gas re- 
maining in a narrow, relatively straight or curvili- 
near lumen, without change in distribution in up- 
right or decubitus projections, is suggestive of 
mesenteric venous obstruction. In acute occlusion 
pain is excruciating, while in chronic occlusion it 
is dull. 

The findings in arterial or venous occlusion are 
that of a nonspecific ileus. The classic pattern is 
distended small and large bowel up to the splenic 
flexure. Occasionally, the “pseudotumor” sign is 
seen; this sign is due to a water density mass seen 
on plain films, as a result of a large amount of fluid 
in the infarcted lumen. 


Enterocolitis e¢ Enterocolitis with diarrhea may 
show fluid levels in the colon, but the diarrhetic 
condition in itself generally excludes the presence 
of intestinal obstruction. In usual cases, fluid levels 
may be present both in the lower part of the small 
intestine and in the colon. The arrangement of 
these levels and their usual short lengths are in 
some ways so characteristic that the diagnosis can 
readily be made. This shows a multitude of small 
levels, one above the other in a staircaselike man- 
ner, situated in the colon. 


Gallstone ileus e This condition comprises about 
2 per cent of all types of mechanical obstruction. 
Gallstones most frequently penetrate directly from 
the gallbladder into an adjacent viscus; a secondary 
fistula nearly always results. Surprisingly enough, 
these encroachments take place nearly without clin- 
ical symptoms, and a history of an acute abdominal 
episode is often lacking. 

The roentgenographic findings resemble those of 
an obstructive ileus. It shows fluid levels and many 
dilated coils relatively late. In 50 per cent of cases, 
the gallstone can be seen on the film; frequently it 
is found in the area of the terminal ileum. Another 
very important finding in this condition is a gas- 
filled biliary tree. 


Obstruction due to hernia e Although inguinal 
hernia is the most common type, strangulation is 
relatively more frequent in femoral (Fig. 5) and 
in umbilical hernias. Incisional and umbilical her- 
nias are best demonstrated in a lateral projection by 
showing loops of bowel, which are dilated and ly- 
ing anterior to the abdominal wall. 


Mechanical obstruction of the large bowel ¢ 
Obstructions due to adhesions and bands are rarely 
seen in the large bowel. On the other hand, tumor, 
fecal impaction, volvulus, and intussusception 
(which are relatively infrequent in the small bowel) 
are common causes of obstruction in the colon. 
Rarer etiologic factors are congenital malformations, 
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Fig. 5. Mechanical ileus due to incarcerated right femoral hernia 
of 4 to 5 days’ duration. This film demonstrates the importance 
of including the pubes in a survey film. 


such as colonic atresia and imperforate anus. Large 
bowel distention may be great enough to obliterate 
the haustral pattern, and also the ileocecal valve 
may become incompetent so as to allow small bowel 
distention. 


Volvulus ¢ Volvulus includes all forms of torsion 
of the mesenteric axis, including those forms caused 
by a constriction of the lumen, strangulation of the 
vessels, or by both conditions simultaneously. Vol- 
vulus can occur in the stomach and small bowel, 
but most frequently it involves the large bowel; 
nearly half of all cases involve the sigmoid. The 
most frequent finding is the presence of one (but 
usually two) greatly dilated sigmoidal loops, lying 
upright and parallel in the abdomen. A lateral de- 
cubitus film may show fluid levels. In obstruction 
of the sigmoid, the prestenotic part is often rela- 
tively slowly distended; whereas the more proxi- 
mal portions, the ascending colon and the cecum, 
are greatly expanded by gas. This is because the 
cecum has thinner intestinal walls than does the 
sigmoid. This explains the clinical experience that 
in an obstruction of the sigmoid, a tumorlike filling 
in the cecal area is palpable. Thus, in obstruction 
of the sigmoid, the proximal portion of the colon 
is the more distended. 


Intussusception e Nearly 80 per cent of patients 
with this condition are boys, and the symptoms 
occur most frequently at the period when the 
change from breast feeding to mixed food occurs. 
The classical picture of these children (usually in 
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their first year of life) shows symptoms of intermit- 
tent abdominal pains, vomiting, blood and mucous 
in the stool, and a palpable tumor. Laurell has 
noted that these children often have a remarkably 
small liver or heart, caused by loss of fluid or per- 
haps as an expression of the loss of blood.? The 
roentgen diagnosis of intussusception is usually 
based on films made both with and without a con- 
trast medium. The lesion may show findings quite 
similar to that of an acute mechanical ileus. When 
it involves the terminal ileum or the proximal colon, 
an absence of the usual right lower quadrant cecal 
shadow occurs on the plain film. Occasionally, a 
soft tissue mass may be demonstrable. 


Acute appendicitis e The most frequent positive 
finding on the survey film in acute appendicitis is 
that of a peritoneal irritation. Small gaseous col- 
lections in the lower ileum and the cecum and fluid 
levels in both sections constitute roentgenographic 
appearance of peritoneal irritation. The most reli- 
able finding is a fluid level in the cecum on a left 
lateral recumbent film. 


Abscess e Figure 6 shows an example of an abscess 
demonstrated roentgenographically. Circumscribed 
abscesses resemble local densities, often with round- 
ed contours. If the abscess reaches the medial psoas 
margins or the lateral retroperitoneal fat, these con- 
tours are effaced in relation to the size of the infil- 
tration. Gas-forming abscesses in the peritoneal 
cavity may produce bubbles of gas lying above fluid 


Fig. 6. Massive subhepatic abscess with incomplete obstruction 
due to edema around previous colon anastomosis for ruptured 
sigmoid diverticulum. 
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levels. This is seen in subphrenic and appendiceal ab- 
scesses. As a rule, however, it is noted that fluid and 
gas do not lie within the intestinal tract. Difficulties 
often arise in deciding whether such collections of 
gas are located within or outside the intestinal 
lumen. To decide this conclusively, examination 
should be made in recumbent or in upright posi- 
tion. When the abscess, with the patient in lateral 
recumbent position, lies close to the lower flank, 
gaseous intestinal loops ascend to the upper flank; 
correspondingly, the gas in the abscess remains 
and is revealed as small irregular clearings within 
the opacity. Such findings are nearly pathogno- 
monic of an abscess. 

The most frequent pelvic abscesses originate from 
acute appendicitis or salpingitis. An early sign of 
an appendiceal abscess on the survey film is a dif- 
fuse, but relatively sharply outlined, density in the 
right iliac fossa. When the cecum or adjacent loops 
of ileum contain gas, the marked impression caused 
by the infiltration may be observed—often fairly 
well in films taken with the patient in a left lateral 
recumbent position. 


Acute cholecystitis e The most important findings 
on the survey film in acute gallbladder disease are 
the demonstration of a positive stone shadow, local 
distention of small or large bowel in the region of 
the gallbladder, and secondary changes in the peri- 
toneal cavity or in the pleura. If the duodenum and 
the bulb are also distended with gas, an affection 
of the pancreas or cholangitis is suggested. 


Acute pancreatitis e Ordinary survey films of the 
abdomen taken with the patient in a supine position 
may show a greatly distended stomach and duo- 
denal bulb, the latter with or without fluid levels. 
The transverse colon and the small intestine, as 
well, are more or less distended with gas. The 
earliest finding in pancreatitis is the production of 
a segmental ileus. This may appear on the plain 
film as a “sentinel loop” of jejunum in the region of 
the pancreas. An elevated serum amylase value 
occurs in the first few hours of the disease, and is a 
valuable laboratory adjunct. 


Abdominal tumors e Dermoid and ovarian cysts 
have already been described. In infants and chil- 
dren, according to Nice, Margulis, and Rigler,”! 
Wilms’s tumor is the most common neoplasm of the 
abdomen. Neuroblastoma sympathicum is next most 
f:equent in infants, and retroperitoneal teratoma is 
third. These are manifested as soft tissue masses, 
and are not usually diagnosed by survey films. 


Roentgenographic findings in 
abdominal trauma 


Rupture of the liver e Hemorrhage into the peri- 
toneal cavity may cause loss of normal outline, par- 
tially or on its entire surface. Fluid may be found 
along the right flank, as well as signs of peritoneal 
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irritation. When blood clots lie beneath the dia- 
phragm, a deformity of the dome may occur. 


Rupture of the spleen e In an excellent review 
of the diagnosis of splenic rupture by Hylander, 
Miller, and Wilkins,?? the following findings were 
noted: A diffuse density develops around the spleen, 
with partial or general loss of outline. When larger 
amounts of blood collect between the diaphragm 
and the spleen, the former is pushed upward and 
the latter downward. Hematomas may also give a 
characteristic impression upon the greater curva- 
ture of the stomach, and displace that organ to the 
right. In addition, the splenic flexure of the colon 
may also be displaced downward. Reflex gastric 
dilatation and ileus may also occur. 


Rupture of the kidneys e In about 50 per cent 
of cases, the perirenal hematoma is revealed as a 
diffuse density, obscuring the clear zone of fat 
around the kidney. Large hematomas, extending 
medially, may bring about loss of psoas margin 
outline. Scoliosis of the lumbar spine with convex- 
ity toward the unaffected side is usually found. As 
a result of the injury and the hematoma, meteor- 
ism develops—a distention which may be very 
severe. If peritonitis is absent, no fluid levels are 
observed. Intravenous urography yields a more 
accurate diagnosis in these cases. 


Summary 


Normal and abnormal findings on the routine scout 
abdominal film have been discussed in some detail. 
With a special stress on bowel obstruction, the 
physiologic mechanisms underlying the basis of in- 
terpretation of the abdominal findings have been 
noted. Roentgenographic findings in the more com- 
mon disease entities have been briefly outlined. An 
attempt has been made to re-emphasize the value 
of the survey film in the diagnosis of acute abdomi- 
nal diseases. 
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Hypercholesterolemia 


LLOYD W. MOREY, D.O.*, Milwaukee, Wisconsin 


Cholesterolemia concerns the presence of lipids 
within the vascular system, as distinct from obesity, 
which concerns the deposition of lipids outside the 
vascular system. Cholesterol is present in varying 
amounts in every human vascular system; hence 
hypercholesterolemia is a universal danger. Obvi- 
ously, not everyone will have diabetes, rheumatic 
fever, polio, or cancer; but the level of blood cho- 
lesterol may come to be recognized as the most 
important single factor in the determination of 
longevity, and how it is enjoyed, in nearly all seg- 
ments of the population. 

Cholesterol is found in all animals, but in no 
plants.! Its greatest concentration in the human 
body is normally in the brain and abnormally in 
gallstones. Cholesterol has two important physio- 
logic properties: in its pure state it is insoluble in 
water; and it melts at 150 C. Solubility becomes 
increased and the melting point is lowered when it 
is exposed to light and air. Such exposure also en- 
ables fat to absorb large quantities of water. 

Cholesterol is apparently a precursor to the hor- 
mones of the adrenal cortex, the female sex hor- 
mones, and cholic acid of bile. Its levels normally 
rise during the first two trimesters of pregnancy. It 
also rises when there is diabetes or hypothyroidism, 
but it falls in the presence of anemia and acute 
infections.” 

There seems to be no set standard for normal 
total fasting cholesterol levels. However, most 
texts seem to agree that 150 to 250 mg. per 100 cc. 
is average. The level tends to increase with age; 
the average should probably be below 200 mg. un- 
til age 40, increasing at a rate of 1 per cent per year 
thereafter. Thus, a person with a cholesterol level 
of 200 mg. at age 40 would have a normal level of 
240 mg. at age 60. 

Boyd? discusses atherosclerosis with great insight. 


* Address, 7729 W. Burleigh St. 
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It is known that nearly all deaths from coronary 
artery disease are associated with atherosclerosis, 
and that over half of the deaths from cerebrovascular 
disorders and diabetes are sequelae of this condi- 
tion. The question is: What is atherosclerosis? 
Boyd states that the first microscopic lesion in the 
arterial intima is the deposition of cholesterol esters. 
This is taken up by macrophages and results in a 
source of chronic stimulation to fibroblasts. The 
tissue then becomes hyaline, with a high content 
of cholesterol crystals, and calcium salts are depos- 
ited within this matrix. 

It cannot be assumed that hypercholesterolemia 
is the sole cause of atherosclerosis; rheumatic ar- 
teritis and other inflamatory or traumatic arterial 
lesions may result in atherosclerotic changes as 
well. However, it is one factor that is largely con- 
trollable, and its control seems to have good thera- 
peutic effect in many cases. 


Diagnosis 


Atherosclerosis may produce no clinical symptoms, 
and a routine electrocardiogram in a resting pa- 
tient with this disorder may be perfectly normal. 
Yet the end may come with devastating sudden- 
ness, so that only autopsy shows that death oc- 
curred from a complication of atherosclerosis; or 
the patient may be bedfast for many wasted years 
as a result of hemiparesis. 

It is estimated that over three fourths of our 
population are or will be suffering from some form 
of atherosclerosis. Yet patients give few clues to 
indicate that they may be afflicted with this dis- 
order. 

During the past 2 years I have attempted to 
lower the level of serum cholesterol in 25 patients. 
All had levels considered above normal for their 
ages. Yet only 20 per cent had a presenting com- 
plaint of chest pain. However, 80 per cent had past 
histories or physical findings which suggested that 
investigation of cholesterol values might be war- 
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ranted. Findings in the past history included high 
blood pressure, previous coronary attacks, palpi- 
tations, exertional chest pain, diabetes, use of nitro- 
glycerin, cerebrovascular accident, gallbladder dis- 
ease, hypothyroidism, and menopausal symptoms. 

In 12 patients an adequate family history was 
available. In 8 cases there were relatives with such 
findings as hypertension, diabetes, coronary dis- 
ease, or “strokes.” Five of these 8 patients had moth- 
ers who had had hypertension, and 3 had diabetes 
in their family backgrounds. 

Positive physical findings included hypertension, 
electrocardiographic changes, nephrosclerosis, cir- 
rhosis, diabetes, calcification of the great vessels as 
shown by x-ray, cholelithiasis, hypothyroidism, 
obesity, and middle and upper dorsal musculoskele- 
tal changes. 

Initial cholesterol levels varied from 240 to 378 
mg. per 100 cc. (Table I); the average was 305 mg. 
The highest level was in a woman who had been on 
a low cholesterol diet for 8 months after a severe 
anginal episode. The level had risen 30 mg. during 
a single year in another woman, as indicated on 
routine checks; so her progress was recorded in 
this series. 

Table I also gives the age distribution of the pa- 
tients. The youngest was 27 years old, and the 
oldest was 81; the average age was 56. 


TABLE I—AGE AND CHOLESTEROL LEVELS 
BEFORE AND AFTER TREATMENT 


Average Average 
initial total 
Average drop drop 
initial regardless _ regardless 
Age No. cholesterol of method of method 
group _ patients level used used 
80+ 1 336 mg. 51 mg. 94 mg. 
70+ 7 301 mg. 25 mg. 79 mg. 
60+ 2 306 mg. 59 mg. 65 mg. 
50+ 6 308 mg. 42 mg. 89 mg. 
40+ 4 282 mg. 55 mg. 60 mg. 
30+ 3 245 mg. 45 mg. 45 mg. 
20+ 2 295 mg. 52 mg. 79 mg. 


All laboratory precedures were done by either 
the Wisconsin State Laboratory of Hygiene (the lab- 
oratory of the State Board of Health) or the Lake- 
view Osteopathic Hospital Laboratory. An error of 
5 per cent may be possible. The results might be 
affected by a high cholesterol intake within the 3 
days prior to the test. 


Treatment methods 


Seven different methods of lowering cholesterol 
levels—some rather briefly tested—were included 
in this study and are listed in Table II. 
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TABLE II—VARIOUS TREATMENT METHODS 
AND THEIR RESULTS 


Average 
Treatment No. drop in 
method patients cholesterol level 
Diet only 6 65 mg. 
Diet and Heplan* 3 42 mg. 
Diet and MER/29+ 1 63 mg. 
Diet, Heplan, and Safflort 8 73 mg. 
Diet, Heplan, and MER/29 5 118 mg. 
Diet and Safflor 1 48 mg. 
Safflor only 1 18 mg. 


*Each cubic centimeter contains 25 mg. of heparin sodium (2,750 
units), 100 mg. of choline chloride, 50 mcg. of crystalline vitamin 
Biz, 2 mg. of folic acid, 60 mg. of niacinamide, 1.5 per cent benzyl 
alcohol, and water. 

Brand of triparanol. 

= capsule contains 750 mg. safflower oil and 78 per cent linoleic 
acid. 


The greatest average drop in cholesterol levels 
was obtained with the program incorporating diet, 
Heplan, and MER/29. This method is now the pro- 
cedure of choice for most of my patients. 

The low cholesterol diet is essential for removing 
a usually high exogenous source of cholesterol. Pa- 
tients are told that their own bodies have the abil- 
ity to manufacture cholesterol, and that a certain 
amount is normally present. They are told what 
can be eaten as well as what not to eat, and they 
are advised on how to prepare their food. 

Heplan is used primarily for its ability to lower 
cholesterol levels in certain stubborn hyperlipemic 
conditions.*> It is usually given in doses of 1.0 cc., 
injected intramuscularly three times weekly for 3 
weeks. Then the cholesterol level is rechecked. If 
it has dropped more than 50 mg., the usual proce- 
dure is to give Heplan only once a week thereafter. 
If the drop is less than 50 mg., the medication is 
given twice weekly thereafter. In either case, the 
cholesterol level is checked again after 8 weeks. 
Heplan usually can be discontinued at this time; 
occasionally a patient with an unusually high level 
will be kept on the medication until the reading is 
below 250 mg. 

The efficacy of this medication was first called to 
my attention while I was treating a 29-year-old man 
with typical angina pectoris. His episode of angina 
began with an acute auricular fibrillation which 
followed a bad dream. After the fibrillation stopped, 
the angina remained, and nothing—coronary vaso- 
dilators or osteopathic manipulation—would help 
it. His cholesterol level was 302 mg. Relief was 
first noted after the third injection of Heplan, and 
symptoms were much improved thereafter. 


Observations on therapeutic response 


Statistical information from such a small group can 
only suggest a direction for future study; many 
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more cases must be evaluated before conclusions 
can be reached. However, findings such as these 
can suggest a trend which may apply to certain 
types of cases. 

Most patients were examined 3 weeks after 
therapy began; some were examined after 2 months 
if treatment was by diet alone. The average initial 
drop was 49 mg. This was well distributed in all 
ages except in patients in their 70’s (Table I). Just 
why this was true is not clear; it may be that these 
patients are more “set” in their dietary habits, or 
there may be inherent difficulties because of degen- 
erative changes in vital organs. 

The average initial drop was 54 mg. in men and 
41 mg. in women; women comprised 28 per cent 
of the group. The greatest initial drop was 121 mg., 
in a man. Two women experienced elevations in 
cholesterol levels during this initial phase; perhaps 
this might be understood by analogy, comparing 
the first therapeutic effort to the flushing of “sludge” 
from pipes, sending more of the offensive material 
into solution than had been there formerly. 

The average total drop in cholesterol levels was 
73 mg. This represents a considerable change, and 
it was accomplished with safety and without gross 
discomfort or high financial burden to the patients. 
The three patients who had the least result had 
diagnoses ,as follows: severe generalized arterio- 
sclerosis (age 79), nephrosclerosis (age 73), and 
cirrhosis (age 46). 

As shown in Table III, the general prognosis 
for lowering cholesterol levels from a dangerous 
level is quite hopeful. The average first reading 
of cholesterol level, over 300 mg., dropped to a 
less threatening level, under 250 mg. The smallest 
drop was 18 mg. and the greatest was 155 mg. 


TABLE III—NUMBERS OF PATIENTS HAVING EACH LEVEL 
OF CHOLESTEROL READINGS AT FIRST AND LOWEST TESTS 


Morning fasting No. patients Ne. patients 

total at this level at this level 

cholesterol at first test at lowest test 
Over 350 mg. 3 0 
300 - 350 mg. 9 1 
250 - 300 mg. 8 3 
200 - 250 mg. g 16 
150 - 200 mg. 0 5 


An interesting sidelight was that of the 12 patients 
checked for changes in weight, the average loss 
was 15 pounds. 

Seven patients were hospitalized during treat- 
ment without untoward result for the following dis- 
orders or operative procedures: treatment of acute 
diverticulitis, transurethral prostatectomy, consul- 
tation for angina pectoris, diagnosis of nephro- 
sclerosis, pleurisy, hemorrhoidectomy, and suprapu- 
bic prostatectomy. 

No patient suffered a coronary attack or a cere- 
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brovascular accident while under therapy. One 
patient, however, nearly had a disastrous experi- 
ence. This 57-year-old man first came to the office 
with a chief complaint of precordial chest pain, 
which became more noticeable with exertion and 
fatigue. His blood pressure was 140/90. An electro- 
cardiogram showed incomplete left bundle-branch 
block. The fasting total cholesterol level was 279 
mg. per 100 cc. 

A low cholesterol diet was prescribed, as were 
Heplan, 1 cc. intramuscularly three times weekly, 
and Safflor, one capsule three times daily before 
meals. In 3 weeks of treatment the cholesterol level 
had dropped to 233 mg. 

Four weeks after beginning this therapeutic regi- 
men, the patient had a highly emotional argument 
with his son. He suddenly had a sharp precordial 
pain and became very pale, and he was mentally 
confused to the point of not recognizing his wife. 
His extremities grew cold. The family called me 
back from out of town, and I arrived within an 
hour after the onset of the episode. To my surprise 
the patient was once again sitting in the living 
room; he was in no apparent distress, and his color 
was good. His blood pressure was 125/80, and 
pulse rate was 80 per minute. Heart sounds and 
reflexes were normal. An electrocardiogram taken 
the next day showed no signs of infarction, and 
the patient felt fine. 

After closely re-examining the patient and his 
family about his symptoms, I felt that he may have 
had an acute coronary vasospasm and probably 
narrowly missed a coronary occlusion. It is quite 
possible that the lowering of cholesterol levels 
before this episode helped to prevent a more serious 
outcome. He has had no recurrences of such inci- 
dents. 

Sometimes the therapeutic response was quite 
dramatic: One elderly diabetic woman had been 
taking up to eleven 1/150-grain nitroglycerin tablets 
daily before beginning treatment. She now takes 
about one every other month. However, about a 
year after treatment for hypercholesterolemia be- 
gan, she suddenly began to have arthritic symptoms 
and chest pains. She had not been adhering to 
her diet. The cholesterol level climbed exactly 100 
mg. in 3 months. She was placed on a “beginner’s 
program,” with MER/29 added, and the reading 
was lowered by 122 mg. in 2 months. Her symp- 
toms also disappeared. 

The effect of lowered cholesterol levels on re- 
quirements of insulin or other diabetic medications 
was not made a part of this study. 

One patient was considered a symptomatic fail- 
ure. This was a 52-year-old white woman, somewhat 
obese, who had a chief complaint of severe meno- 
pausal flushing. Her mother had died of hyperten- 
sion and coronary occlusion. The patient’s blood 
pressure was 165/105, and she complained of sharp 
precordial pains on walking. Her cholesterol level 
was 284 mg. at the first reading, and she has not 
had a reading below 225 mg. since then. The resting 
electrocardiogram was normal, but a Master two- 


step test revealed arteriosclerotic heart disease. Her 
menopausal symptoms and hypertension are con- 
trolled, but the angina is relieved only by adding 
a coronary vasodilator. The prognosis in this case 
is quite guarded. 

The 46-year-old man with cirrhosis has been 
having lower cholesterol levels since lipotropics 
have been added to his therapeutic program. 

Side effects were not prominent. One patient 
developed vertigo from one injection of Heplan, 
probably from the niacinamide it contains. Another 
had severe pain at the injection site after one dose 
of HL-5 (substituted once for Heplan), a condition 
she had not experienced previously during treat- 
ment with Heplan. Two patients developed benign 
prostatic hypertrophy; in one case this began short- 
ly after starting use of MER/29, although with- 
drawal of this medication had no noticeable effect. 
One patient reported having loose bowel move- 
ments while taking MER/29. 


Discussion 


Hypercholesterolemia is a small but mighty field 
of study. Certain basic procedures need thorough 
investigation. The first is an accurate, rapid, and 
inexpensive method for measuring factors in the 
blood stream which can lead to or be concurrent 
problems in atherosclerosis and related diseases. 
The second is the carrying out of controlled studies 
on large numbers of patients, to test known and 
unknown modalities for preventing and alleviating 
the results of these lethal factors. 

Wright® has noted that it has not yet been sci- 
entifically established that a heart attack can be 
prevented or delayed by maintaining a lowered 
level of cholesterol in the patient’s blood. However, 
he goes on to say that cholesterol has been incrimi- 
nated to such an extent that it is probably prudent 
to effect such a reduction as a protective measure 
for all persons threatened by atherosclerosis or its 
consequences. It is, in the present state of knowl- 
edge, one of the few controllable factors that can 
reasonably be expected to provide prophylactic or 
therapeutic benefits to such persons. 

Medications presently available for lowering 
cholesterol levels include thyroid extract, estrogen, 
nicotinic acid, pyridoxine, safflower oil, beta-sitos- 
terol, heparin, and triparanol. It is unthinkable that 
all or even most of these should be combined into 
a single pharmaceutic preparation or all prescribed 
singly in a “kill or cure” shotgun therapy. Medica- 
tion must be individualized for each patient under 
consideration. I feel that a good low cholesterol 
diet, properly cooked, will be found to be as im- 
portant for our aging population in general as is 
the diabetic diet for persons afflicted with that 
disease. 
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Tests for total cholesterol should probably be 
required of all patients admitted to hospitals, and 
made an essential part of a complete physical 
examination carried out in the office, even in 
patients under age 40. 

As Davis and Searcy’ have recently pointed out, 


_we are still not positive which of all the factors 
in the circulatory system are harmful, much less 


what is the best way to recognize them. However, 
we must recognize. them, since their effects are 
more destructive than any of the old epidemics 
ever were, and more insidious than the proverbial 
root in the rock. 

In this context, as in many others, we are re- 
minded of the truth of Andrew Taylor Still’s dic- 
tum: “The rule of the artery is supreme.” 


Summary 


Although a final norm has not yet been established, 
it is suggested that total fasting cholesterol levels 
should not exceed 200 mg. per 100 cc. for persons 
up to age 40, and should not increase more than 
1 per cent each year thereafter. 

Even though 75 per cent of the population has 
or will have atherosclerosis, the presenting com- 
plaint is usually not indicative of what may be 
the more significant underlying problem: hyper- 
cholesterolemia. A carefully taken history may pro- 
vide a hint that all is not well in the patient’s 
vascular system, or there may be a clue picked up 
during diagnosis of another disorder. 

In the small series of 25 patients reported here, 
the average fasting cholesterol level at the outset 
was 305 mg. per 100 cc. The average initial drop, 
in 3 or more weeks of treatment, was 40 mg., with 
men averaging 10 mg. better than women in this 
regard. The range during this initial period was 
from an actual rise in cholesterol level to a loss 
of 121 mg. All patients finally experienced some 
drop, the average being 73 mg. However, with the 
best treatment combination (diet, Heplan, and 
MER/29) the average loss was 118 mg. 

There is need for further investigation concerning 
the basic physiology of harmful blood factors, and 
for a simple and accurate laboratory procedure for 
their determination. 
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Klebsiella pneumonia 


(Friedlander’s pneumonia): 


Report of 2 cases 


WILLIAM G. CHEVERTON, D.O.,* Pomona, 
California, and GERALDINE Y. DYER, D.O., Los 
Angeles, California 


Klebsiella pneumonia, although relatively uncom- 
mon, is of interest to the pediatrician because of 
the difficulties encountered in both diagnosis and 
therapy, and because of the similarity of the clinical 
picture to that seen in other suppurative pneu- 
monias. The organism, Klebsiella pneumoniae, is 
classified as a member of the tribe Escherichia be- 
cause its biochemical characteristics resemble those 
of the colon bacilli. The organism was first de- 
scribed by Friedlander in 1882,! and is frequently 
known as Friedlander’s bacillus or Bacillus mucosus 
capsulatus. The organism is a short, gram-negative, 
nonmotile, nonsporogenous, aerobic, encapsulated 
bacillus. The capsular substance is type-specific 
serologically for more than 72 types now recog- 
nized.2 The serologic types have numbered desig- 
nations, with types 1 to 6 being the most frequently 
associated with respiratory tract infections.? 

An estimation of the incidence of infections due 
to the Friedlinder’s bacillus occurring in children 
would be difficult because of the paucity of pedi- 
atric case reports in the medical literature. Obrin- 
sky* reported the incidence of Friedliander’s infec- 
tions in this age period seen during a 12-month 
period. During that time he had 10 cases, of which 
5 were sepsis, 3 were pneumonias, 1 was a urinary 
tract infection, and 1 was a meningitis. Other re- 
Dr. Cheverton is attending physician in pediatrics and contagious 
diseases, Los Angeles County Osteopathic Hospital, and assistant 
professor of pediatrics, College of Osteopathic Physicians and Sur- 
geons; Dr. Dyer is resident physician in pediatrics at Los Angeles 
County Osteopathic Hospital, and is taking graduate training under 
the Lederle Fellowship Program. This project was supported by the 


Attending Staff Association of the Los Angeles County Osteopathic 
Hospital. 


*Address, 302 W. Orange Grove Ave. 
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ports have designated Friedlinder’s bacillus as the 
causative agent of diarrhea, but relatively few cases 
have been reported in which the organism caused 
pneumonia. 

In adults, Friedlander’s bacillus causes 0.5 to 4.0 
per cent of all pneumonias.5 The majority of cases 
occur sporadically in older men and particularly in 
alcoholics. The frequency varies from year to year, 
though more cases are seen during influenza epi- 
demics.” If no treatment is instituted, the mortality 
rate varies from 80 per cent2-8 to 90 per cent;> with 
treatment, the mortality rate varies from 20 per 
cent® to 50 per cent.9 


Clinical course 


Ferguson and Tower,!° in 1933, reported on Kleb- 
siella pneumonia in a set of twins. During the 
clinical course the infants became acutely ill and 
developed marked pallor of the skin, moderate de- 
hydration, and mucopurulent discharge from the 
nose. There was moderate elevation of temperature. 
Coarse, moist rales were heard throughout both 
lung fields, with suppression of breath sounds in 
the bases posteriorly. Moderate dyspnea and cya- 
nosis were present. There was associated diarrhea 
and vomiting. Total leukocyte counts varied from 
15,000 to 20,000 per cu. mm. Bacillus mucosus cap- 
sulatus was cultured from the pharyngeal areas. 

Miller, Orris, and Taus!! reported a case of 
Klebsiella pneumoniae infection in a newborn in- 
fant; they described findings of cyanosis and of fine, 
moist inspiratory rales in the lung fields, with a 
constant, profuse, thick, yellow, mucoid discharge 
from the nose and throat. The leukocyte count was 
16,000 per cu. mm., with 42 per cent polymorpho- 
nuclear cells. Nose and throat cultures revealed 
Klebsiella pneumoniae. 

Grotts!2 presented findings in 7 patients with 


Klebsiella infection. All of the infants reported had 
marked pallor, cyanosis, cough, vomiting, and diar- 
rhea. In most of the cases the onset was insidious. 
There was no uniformity of temperature. The leu- 
kocyte counts were consistently elevated, ranging 
from 17,000 to 21,000 per cu. mm. Finally, all of the 
patients had pulmonary signs consistent with lobar 
pneumonia. 

Since pulmonary infections due to Klebsiella 
pneumoniae present no typical clinical findings, one 
must rely on bacteriologic identification of the 
organism for definite diagnosis. Grotts,!2 in report- 
ing on throat cultures as a means of diagnosing 
Klebsiella pneumoniae, discussed the possibility 
that the organism might be in the respiratory tract 
normally. However, in his experience with routine 
throat cultures taken at the Milwaukee Children’s 
Hospital, the organism was revealed in pure culture 
only in those cases showing pulmonary changes. 
Eisenberg, Weiss, and Flippin!® noted that the 
Klebsiella organism could be isolated from naso- 
pharyngeal secretions without overt respiratory di- 
sease. 

The roentgen findings in Klebsiella pneumonia 
are those of a suppurative pneumonia, which can- 
not be definitely differentiated from those found 
in pneumonias caused by Staphylococcus, Strepto- 
coccus, Proteus, and Pneumococcus. According to 
Campbell, Gastineau, and Velios!4 the most con- 
sistent feature of these suppurative pneumonias is 
the rapidly changing roentgen picture. An area of 
homogeneous pneumonic infiltration may change in 
a matter of hours to a large pulmonary cavity par- 
tially filled with fluid. This picture may soon be 
obliterated by the rapid accumulation of a massive 
pleural effusion or the development of a tension 
pneumothorax with severe mediastinal shift. Fre- 
quent roentgenograms of the chest during this 
period are extremely important because often the 
dramatic changes seen on the roentgenogram are 
not reflected by a similarly changing clinical course 
in the patient. On the other hand, it is also impor- 
tant to realize that the roentgenograms of the pa- 
tient with overwhelming toxicity may show only a 
mild emphysema early in the course of the disease, 
with the severe pulmonary and pleural reactions 
appearing later, during the clinical convalescent 
period. 


Pathologic process 


At first there are multiple foci of consolidation with 
a tendency to coalescence. This is rapidly followed 
by tissue necrosis, and if treatment is not started 
immediately pulmonary abscesses may form. The 
most frequent involvement is in the upper lobes, 
and of these the right upper lobe is said to be 
more often involved, The pneumonic process soon 
spreads to many lobes because the bacteria stimu- 
late a poor antibody response. The healing of the 
necrotic areas is very slow and incomplete, and 
often is associated with organization and then lo- 
calized pulmonary fibrosis.9 
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Pneumonia of this origin, apparently 
uncommon in childhood, has an insidious 
onset, a fulminating course, and a dearth of 

specific diagnostic clinical signs. Certainty of 
diagnosis is dependent upon culture of the 
organism. Roentgenographic demonstration of 
a suppurative lobar pneumonia is typical. 
One observes rapid tissue necrosis with 
abscess formation in adults; 
this may not be true in childhood 


Treatment 


Bunn? reports that this is the single bacterial patho- 
gen in pneumonia which remains without a satis- 
factory outline of treatment, despite the availability 
of ten or more antimicrobial drugs which in the 
test tube would appear to have some deleterious 
effect upon its growth. 

Adequate treatment of Klebsiella pneumonia is 
dependent upon early tentative diagnosis, which is 
based on the combination of a high index of sus- 
picion, the clinical picture, and the roentgenogram 
of the chest. Positive diagnosis can be made only 
by culture of the organism from the pleural fluid 
or from the tracheobronchial tree. 

Although the choice of antibiotics varies, most 
clinicians agree that streptomycin’ *®-!5 and sulfadia- 
zine7-15.16 are effective. There is disagreement, how- 
ever, about which wide-spectrum antibiotic is best. 
Hall? recommends that treatment begin with the 
use of chloramphenicol and that streptomycin be 
added later to the regimen. Tetracycline can also 
be used. Bunn® recommends that treatment begin 
with the use of penicillin, streptomycin, and one 
of the following: oxytetracycline, chlorotetracycline, 
tetracycline, or sulfadiazine. Grotts!2 found that 
one child recovered with sulfadiazine alone, while 
the remaining 6 patients had to be treated with 
streptomycin after they failed to respond to sulfa- 
diazine or penicillin. 


Case reports 


Since reports of Klebsiella pneumonia in children 
are so infrequent in American medical literature, 
the following 2 cases of patients hospitalized at the 
Los Angeles County Osteopathic Hospital are re- 
viewed. 


Case 1 e A 4-year-old white boy entered the Los 
Angeles County Osteopathic Hospital on July 18, 
1959, because of dyspnea, cough, fever, anorexia, 
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and vomiting. He had been apparently well until 
2 weeks before admission, when he developed a 
cough and night sweats. 

At 1 year of age he had been hospitalized be- 
cause of diarrhea and severe dehydration. The 
mother stated that he had had whooping cough, 
chickenpox, mumps, and measles. No familial di- 
athesis was elicited. 

Physical examination at the time of admission 
revealed a well-nourished white male, lying in bed 
in moderate respiratory distress. His rectal tempera- 
ture was 100.4 F, pulse rate 130, and the respira- 
tions were 16 per minute and somewhat labored. 
His chest was symmetrical, but the excursions were 
noted to be diminished on the left side. There was 
hyper-resonance to percussion on the right side, and 
dullness and decreased vocal and tactile fremitus 
on the lower left side both anteriorly and posteri- 
orly. The cardiac sounds were normal except for 
tachycardia. The point of maximum impulse (PMI) 
was 1 cm. to the right of the left midclavicular line. 
The abdomen was soft, and no abdominal masses 
were palpable. The skin color was sallow, but cya- 
nosis was not evident. Clubbing of the fingers and 
toes was noted. (The mother denied the presence of 
clubbing prior to this illness. ) 

The leukocyte count was 17,000 per cu. mm. of 
blood, of which 80 per cent were polymorphonu- 
clear neutrophils, 18 per cent were lymphocytes, and 
1 per cent were monocytes. The hemoglobin was 
11.7 grams per 100 cc., and the hematocrit reading 
was 36 mm. Urinalysis had results within normal 
limits. A roentgenogram of the chest taken on the 
day of admission revealed a homogeneous density 
occupying the left lung base and thickening of the 
interlobar fissure, suggesting lobar effusion (Fig. 
1). 
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He was given 600,000 units of procaine pencillin 
intramuscularly every 12 hours, together with symp- 
tomatic care. 

The next day another roentgenogram of the chest 
revealed a faint suggestion of a left pleural effusion. 
That night the patient began having dyspnea with 
expiratory grunting. He was given 500 mg. of 
chloramphenicol orally every 6 hours and was 
placed in an oxygen tent. The following day per- 
cussion dullness over the entire left chest wall and 
decreased vocal and tactile fremitus were found. 
An x-ray disclosed obliteration of the left hemi- 
thorax by a homogeneous density suggesting pleu- 
ral effusion (Fig. 2). A thoracocentesis was per- 
formed, and 500 ml. of clear greenish fluid were 
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evacuated. A day later multiple views of the chest 
in the frontal and lateral positions showed scat- 
tered air-fluid levels in the left lung, suggesting 
loculated pleural effusion (Figs. 3 and 4). Percus- 
sion dullness and decreased breath sounds were 
again found to be present in the left hemithorax, 
and the PMI was 1 cm. to the right of the sternum. 
A number 10 French catheter was inserted into the 
left pleural space at the fifth interspace at the 
posterior axillary line, and constant closed suction 


Fig. 5 
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was established. A pure culture of Klebsiella pneu- 
moniae was isolated from the pleural fluid, and 
later another culture of Klebsiella pneumoniae 
was grown from pharyngeal secretions. Sensitivity 
studies showed the organism to be sensitive to 
chlortetracycline but resistant to chloramphenicol. 
When these results were obtained the chloramphen- 
icol was discontinued, and 250 mg. of chlortetra- 
cycline were given orally every 6 hours. 

Clinically, the patient slowly improved and the 
left lung gradually cleared. On August 10 the chest 
catheter was removed, and 1 week later, after 21 
days of chlortetracycline therapy, the antibiotic was 
discontinued. He was discharged on the sixty- 
second hospital day. His lungs were clear to auscul- 
tation, but an area of percussion dullness persisted 
in the left lower lung base. A chest film taken on 
March 17, 1960, revealed complete resolution of 
the process (Fig. 5). 


Case 2 e A 10-day-old white male infant was ad- 
mitted to the Los Angeles County Osteopathic 
Hospital on November 3, 1959, because of moder- 
ately severe diarrhea. He had been apparently well 
until the day before admission when he had many 
loose, watery, greenish-yellow stools. Birth had 
been uncomplicated, and the weight had been 6 
pounds 14 ounces. There had been no known con- 
tagious disease contacts, and the four siblings were 
apparently well. 

Physical examination on admission revealed a 
dehydrated, irritable infant. The rectal temperature 
was 99.6 F., pulse rate 150, respiratory rate 50, and 
the weight 6 pounds 14 ounces. Lungs were clear to 
auscultation and percussion. The anterior fontanel 
was sunken, and the skin turgor was poor; however, 
muscle tone was normal. The remainder of the 
physical examination was not remarkable. 

The leukocyte count was 21,400 per cu. mm. of 
blood, of which 76 per cent were polymorphonu- 
clear neutrophils and 24 per cent were lymphocytes. 
The hematocrit reading was 36 mm., and the hemo- 
globin was 12 grams per 100 cc. Results of uri- 
nalysis were within normal limits. 

The patient was immediately given a hydrating 
solution intravenously, consisting of proportionate 
amounts of 5 per cent dextrose in water, isotonic 
sodium chloride, and one-sixth molar sodium lac- 
tate. Following the above solution, maintenance 
fluids were administered intravenously. He was also 
given 150,000 units of procaine pencillin intramus- 
cularly every 12 hours. Oral feedings were withheld 
for 12 hours, then a Probana formula was offered. 
The baby’s stools and state of hydration as well as 
his general condition improved. Three days later 
he began having a few loose stools and took the 
formula poorly. The next day the skin turgor was 
noted as fair. Fluids by hypodermoclysis followed 
by intravenous maintenance fluids were adminis- 
tered. A nasogastric tube was inserted for decom- 
pression of the stomach. 

That evening the baby developed dyspnea, and 
a chest roentgenogram (by portable unit) revealed 
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a rather homogeneous density in the right upper 
lung field with an air bronchogram sign. There was 
also some infiltration of the right middle or lower 
lobes (Fig. 6). The infant was started on chloram- 
phenicol and erythromycin, to be given every 12 
hours intramuscularly in a dosage schedule of 40 
mg. per kilogram of body weight per 24 hours. He 
was placed in an oxygen tent. At that time the skin 
of the extremities and trunk was noted to be thick 
and waxy. The next morning the baby showed no 
clinical improvement. During the day the thicken- 
ing of his skin progressed to include the upper 
extremities; however, the soles of the feet, palms 
of the hands, and the scrotum remained soft. A 
rapid downhill course continued and he developed 
severe respiratory distress, tachycardia, and en- 
largement of the liver. He was digitalized and 
given adrenal cortical steroids in addition to the 
intravenous fluids and antibiotics. He died soon 
afterward. 

A postmortem examination was performed by Dr. 
Gerrit d’Ablaing, III. When the chest was opened, 
a minimal amount of clear, straw-colored fluid was 
found in both pleural spaces. There was massive 
consolidation of the right upper lobe and patchy 
consolidation of the remaining portions of both 
lungs. The right lung weighed 57 grams, the left 
lung 45 grams. The secretions of the tracheobron- 
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chial tree showed mucopurulent exudate. Cultures 
taken from the secondary bronchi grew only Kleb- 
siella pneumoniae. There was no other significant 
gross pathologic change. Microscopic examination 
showed findings consistent with bronchopneumonia. 


Summary 


Two cases of Klebsiella pneumonia have been pre- 
sented, one in a 4-year-old boy and another in a 
10-day-old infant. Pneumonia of this origin, appar- 
ently uncommon in childhood, has an insidious 
onset, a fulminating course, and a dearth of specific 
diagnostic clinical signs. Certainty of diagnosis is 
dependent upon culture of the organism. Roent- 
genographic demonstration of a suppurative lobar 
pneumonia is typical. In focusing on the pathologic 
features, one observes rapid tissue necrosis with 
abscess formation in adults; this may not be true in 
children. Authoritative opinion varies regarding 
therapy. Streptomycin, sulfadiazine, chlorompheni- 
col, and tetracyclines have all proved to be effec- 
tive. Severe lung damage almost always occurs with 
this illness. Recovery is invariably slow. 
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A report to the membership 


(continued) 


TRUE B. EVELETH, D.O., Executive Director, 
American Osteopathic Association 


In an effort to keep the membership of the Associa- 
tion informed as to developments in the negotia- 
tions toward unification of the osteopathic and 
medical professions in California and of the actions 
of the A.O.A. in carrying out the policies and will 
of its members to maintain the osteopathic profes- 
sion in California and elsewhere, detailed reports 
have been published in the January, March, and 
April issues of the THE JouRNAL. These reports have 
covered the events leading to the revocation by the 
Board of Trustees of the A.O.A. of the charter of 
the California Osteopathic Association on Novem- 
ber 20, 1960, on the basis of its deliberate violation 
of the established policy of the A.O.A. as formu- 
lated by its House of Delegates; the chartering by 
the A.O.A. House in January 1961 of a new divi- 
sional society in California (Osteopathic Physicians 
and Surgeons of California); and the approval of 
the absorption “agreement” by the Board of Trus- 
tees of the C.O.A. on March 11, and by the Council 
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EDITORIALS 


of the California Medical Association on March 18. 

Briefly summarized, the terms of the proposed 
agreement require the negotiation by the C.O.A. 
of a contract with the College of Osteopathic Physi- 
cians and Surgeons to convert it into a medical 
school issuing the M.D. degree and ceasing to issue 
the D.O. degree; the formation of a new component 
society of the C.M.A., without geographic limits, to 
which D.O.’s who acquire the M.D. degree from 
C.O.P.S. or its successor will become eligible for 
membership; the amendment of the Business and 
Professions Code so as to permit recipients of the 
new M.D. degree to practice under this degree; 
and a reduction of the authority of the California 
Osteopathic Board of Examiners so that it will 
function for existing Doctors of Osteopathy, but 
will issue no new licenses to practice osteopathy 
and will eventually cease to exist. 

The next step in this iniquitous conspiracy was 
considered by the C.M.A. House of Delegates at 
its annual meeting from April 29 to May 3. A rec- 
ommendation was presented that the House ratify 
the agreement to unify the osteopathic and medical 
professions in California. 

It is reported that the following procedures were 
undertaken in the meeting of the C.M.A. House: a 
petition signed by 102 M.D.’s from Los Angeles 
County was presented to the House requesting 
that, before any further action be taken regarding 
such unification, the proposal be submitted to all 
active members of the C.M.A. for their vote, for or 
against. A proposal was made to amend the recom- 
mendation by requiring such a referendum vote 
inasmuch as the matter had, it was stated, been 
under consideration for 20 years. Another opponent 
spoke very effectively against the merger proposal 
and questioned its legality. One delegate read a 
statement charging the C.M.A. officials with brain- 
washing tactics to push the merger through, stating 
that what has been offered in the agreement is in 
the terms of a bribe, and that the C.M.A. House 
would be criticized if it took action without first 
getting the opinion of the entire membership. The 
amendment to refer the matter for referendum vote 
of the membership lost, as did an amendment which 
would have required postgraduate work and writ- 
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ten and oral examinations before the issuance of an 
M.D. degree to the D.O.’s. As to charges that the 
general membership of the C.M.A. had been kept 
in the dark about the merger negotiations, a mem- 
ber of the C.M.A. Council stated that this was 
because of a “gentlemen’s agreement” with the 
C.O.A. since it was recognized that if the negotia- 
tions were made public the C.O.A. would imme- 
diately lose its charter from the A.O.A. 

Further evidence that there is opposition in the 
medical profession in California to the proposed 
plan of unification came to light when a member of 
the C.M.A. House presented a resolution contend- 
ing that the principle of the merger, “for the 
avowed purpose of eliminating osteopathy, granting 
gratuitous M.D. degrees and gaining a medical 
school, is an evil means of attaining an apparent 
good end” and that “the application of such philoso- 
phy is immoral by all ethical standards—in fact, 
the epitome of hypocrisy.” He recommended that 
all merger negotiations be discontinued. 

After further discussion, the recommendation to 
ratify the agreement for merger was put to a vote 
and approved 296 to 63. Thus one more knot was 
tied in the noose to strangle the osteopathic profes- 
sion in California. 

A temporary restraining order was filed in Su- 
perior Court,on May 5 by the O.P.S.C. against the 
C.M.A., the C.O.A., and C.O.P.S., and the defend- 
ants were ordered to appear before the Court on 
May 15. At that time the injunction was denied on 
the basis that evidence was not produced that ir- 
reparable damage would result from continued 
steps toward merger. O.P.S.C. will appeal the 
court’s decision. 

In the meantime a suit has been filed in the Su- 
perior Court in the County of Los Angeles against 
the C.O.A. and the C.M.A. charging conspiracy to 
destroy the osteopathic profession, restraint of 
trade, violation of the Business and Professions 
Code, and breach and violation of contracts, cor- 
porate charters, and corporate and charitable trusts. 
The best legal talent available has been employed, 
headed by the president of the California Bar Asso- 
ciation, and every effort will be made toward a 
successful prosecution of the suit. 

At the annual meeting of the C.O.A. House on 
May 17, the merger agreement was considered as 
a special order of business and by a vote of 100 to 
10, the delegates ratified the agreement and gave 
their approval to the avowed purpose of the agree- 
ment—the absorption and extinction of the oste- 
opathic profession in California if the necessary 
legal steps are accomplished. 

And thus, oblivious to reasonable arguments and 
logic, the juggernaut moves forward relentlessly. 
Mesmerized into the belief that their problems will 
be solved by the simple expedient of adopting a 
different label, the capitulating D.O.’s in California 
are more likely to find that their problems will be 
compounded and their ability to cope with them 
lessened. 

There has been considerable discussion as to how 
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osteopathic specialists in California, of whom there 
are a considerable number, would fare if the pro- 
posed merger is consummated. The opinion of one 
such specialist in California who has been active 
for several years in the administration of the spe- 
cialty program of the profession, is expressed in a 
recent letter addressed to members of the oste- 
opathic profession in California. Dr. Thomas J. 
Meyers, Chairman of the Advisory Board for Oste- 
opathic Specialists, wrote: 

“Despite what is said to the contrary, certification 
is important for it is a recorded standardization and 
proof that the expert is qualified. Its importance is 
not something to be passed on by professionals who 
not only do not use osteopathic specialists, but have 
no respect for them either. There is no provision in 
the merger agreement, nor are there any known 
arrangements for our specialists—only honeyed 
words. Despite persistent probing and inquiring for 
a year or more, I have not been able to uncover any 
assurance that our specialists will have any more 
position than that of a self-styled specializing gen- 
eral practitioner—quarantined in a Component 
Medical Society; nor have I been able to learn of 
any but the loosest provisions for access to the tools 
of specialty practice beyond an increasing restric- 
tion of present osteopathic facilities. The osteo- 
pathic specialist and his program are to go by the 
board. The training facilities in current force, and 
the trainees, are being left high and dry. Only glib 
elisions and unconvincing by-passing comments are 
given to questions about this. It is a matter of 
‘hurry up and get this over before too many press- 
ing questions insist upon an answer. 

“I am pleading for the specialist and for some 
consideration of the moral issues involved. This 
merger in its present state of planning will hurt 
many people (all D.O.’s). It will undermine a great 
and proud profession everywhere and will weaken, 
if not destroy, the professional position of sincere 
men and women who have not raised a finger or 
voice against those of us in California. Personal 
gain or advantage (real or imagined) at the ex- 
pense of damage or destruction of others is not 
right, and cannot prosper, nor can it be in our con- 
science morally just. Is there some unknown ele- 
ment in this that makes it necessary to rush it 
through as though we were being pressured by a 
bucket shop to buy a speculative stock? What pen- 
alty is there to a delay?” 

The only answer that is given to this question is 
frantic haste to accomplish all terms of the one- 
sided agreement. 

Two bills to amend certain sections of the Busi- 
ness and Professions Code relating to physicians 
and surgeons and which would further the proposed 
plan were introduced in the California Senate on 
April 10, 1961. S.B. 1189 provides that the Board of 
Medical Examiners shall enforce the provisions of 
law relating to the practice of medicine as to per- 
sons who elect to use the suffix “M.D.” S.B. 1190 
would permit a person who holds a physician’s and 
surgeon’s certificate issued by the Board of Osteo- 
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pathic Examiners and a degree of Doctor in Medi- 
cine issued by a medical school located in Cali- 
fornia at any time prior to September 30, 1962, and 
approved either by the Board of Osteopathic Exam- 
iners or the Board of Medical Examiners at the time 
of the issuance of such degree, to elect to use the 
suffix “M.D.” Both bills have been referred to the 
Senate Committee on Business and Professions. 

In an effort to acquaint the legislators with the 
effects of such legislation, if passed, a letter was 
sent to all the state legislators by Mr. David J. 
Rogers, executive secretary of O.P.S.C., from which 
we quote: 

“The attempt which is now being made by the 
combined leadership of the C.M.A. and the C.O.A. 
to bring about unification of the two professions in 
California requires legislative implementation to be 
successful. The negotiations between the two organ- 
izations toward this end have thus far been con- 
ducted largely as if the public has neither an inter- 
est nor a voice in the outcome. That this negative 
attitude toward the public has guided the C.M.A. 
and C.O.A. leaders in this matter is made apparent 
by the utter secrecy in which the negotiations were 
conducted over a period of years, the sparseness of 
press information, and the careful control even of 
information disseminated to the general member- 
ship of the two professions. 

“However, there can be no doubt that the public 
has a vital interest in these developments, as it must 
have in anything which will widely and profoundly 
affect health care and facilities in our State and 
perhaps the rest of the nation as well. A study of 
the unification contract agreement approved by the 
Council of the C.M.A. and the Board of Trustees 
of the C.O.A., and presently awaiting action by 
their respective Houses of Delegates, reveals that 
such a unification will surely decrease on a continu- 
ing basis the health care and facilities available to 
the people of California. On the other hand, the 
agreement shows no demonstrable advantage to be 
derived therefrom by the public. Consider the fol- 
lowing facts: 

“(1) According to the report of the Governor’s 
Committee on Health Care in California, the ratio 
of doctors is steadily declining in California. The 
osteopathic profession provides approximately 120 
new, fully trained and licensed physicians and sur- 
geons for this State every year. Under the unifica- 
tion proposal, this supply of new doctors would be 
cut to 60 or less a year. 

“(2) The Governor’s committee reports that % of 
California’s physicians come from out-of-state. Un- 
der the merger provisions, no future D.O.’s would 
be licensed in this State, either from California or 
other States. 

“(3) Hospital facilities are in short supply in 
California. It is known that hospital facilities in- 
crease as the number of doctors increases. It fol- 
lows that if the supply of doctors decreases, as 
shown above, the ratio of hospital facilities will 
likewise decrease. 

“(4) The Governor’s committee emphasizes the 
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need of the State to finance the building of new 
schools to increase the supply of physicians. If the 
proposed merger is consummated, thereby cutting 
the number of new physicians by 60 or more a year, 
the State will have to finance an additional school, 
over and above those presently contemplated, to 
make up the added deficiency. 

“In addition to the above points, we must not 
lose sight of the fact that the osteopathic profession 
has had the confidence of the people of this State 
for many years. This is borne out by the fact that 


_ the independent, fully-licensed status of the D.O. in 


California is protected by an Initiative Act, and 
that an entire unit of the Los Angeles County 
Hospital, complete in all departments, and entirely 
staffed by osteopathic physicians and surgeons, has 
existed for many years. As recently as 3 years ago, 
it was replaced by a completely new and modern 
facility of 500 beds, financed through a $9,000,000 
bond issue voted by the people for the osteopathic 
profession to care for the indigent ill. 

“There is the further fact that the osteopathic 
profession while providing 10 per cent of the State's 
physicians and surgeons, takes care of approxi- 
mately 17 per cent of the population, which points 
up the ultimate consideration that, if the proposed 
merger of the two professions is accomplished, a 
monopoly of health care and facilities in this State 
will have been established in the hands of the 
C.M.A. and the people will have lost their free 
choice of physicians, be penalized by fewer physi- 
cians entering practice in California, and be faced 
with the capital expenditure required to build a 
new medical school to rectify this artificially created 
shortage. 

“We would ask your NO VOTE on Senate Bills 
1189 and 1190.” 

Every effort will be made to secure the defeat 
of this proposed legislation so that osteopathic care 
shall continue to be available to the public in Cali- 
fornia who have provided by statute for the licen- 
sure of D.O.’s and for a large public hospital for 
the County of Los Angeles. Public recognition and 
support throughout the country, now at an all-time 
high, constitute one of the profession’s bulwarks, 
and the public of the State of California should not 
be made to suffer because a segment of the pro- 
fession zhooses to run up a white flag and accept 
the ignominious terms of surrender. 

Inasmuch as the College of Osteopathic Physi- 
cians and Surgeons is the prize on which all other 
steps in the negotiations are based, the action of 
the Board of Trustees of the college is of primary 
importance. The Board has been split about 50-50 
on the question of the future status of the college 
and both sides have been hopeful that the final 
vote would be in their favor. 

It is reported that at its meeting on Thursday 
evening, May 24, the Board of Trustees of the col- 
lege approved a motion, by a vote of 13 to 11, to 
permit the conversion of the college to a medical 
school issuing the M.D. degree. The legality of such 
a move is being carefully considered by legal coun- 
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sel, and it is one of the points covered in the suit 
now on file before the Superior Court of Los An- 
geles County. 

The C.O.A. is the first osteopathic association to 
work for the restriction of osteopathic practice 
rights in any state, to conspire against the expressed 
will of the majority of the profession, and to barter 
a college, hospitals, and professional freedom to the 
group that has done everything to oppose them. It 
is the first group of osteopathic physicians who have 
sought the recognition of others by downgrading 
their professional colleagues in other states, by 
downgrading the dedicated efforts of the other five 
colleges of osteopathy, and by placing self-interest 
above the will of the majority and professional in- 
tegrity. 

It is always a shorter process to destroy than to 
build, to kill than to create. A mighty redwood can 
be brought to earth in a matter of hours although it 
may have taken centuries to attain its towering 
height. 

The majority of our profession selected their 
careers purposely and are not beguiled by the siren 
call of a group which purports to offer a panacea 
which is in fact a poison prepared for their de- 
struction. 

The following statement by the Board of Trus- 
tees of one of our colleges is an excellent expression 
of purpose, and one to which all loyal members of 
the profession can subscribe: 

“The Board of Trustees has a very sincere inter- 
est in this institution and in this profession. We do 
not know what the ultimate development of the 
osteopathic school of medicine will be or what its 
ultimate fate will be. It is the position of the Board 
of Trustees that we are serving this institution be- 
cause of our profound and sincere belief that oste- 
opathic medicine is an advanced school of medicine 
and one that has made and will continue to make 
a contribution to the sum total of human well being 
and welfare. 

“We, as a Board of Trustees, support the position 
that the best interests of the public will be served 
through the continuing identification of the oste- 
opathic school of medical practice as an independ- 
ent and a distinct and separate school of medicine. 
We know not what the future may bring forth, but 
we do not envision the absorption or the an «lgama- 
tion or any other disappearance of the osteopathic 
profession from the modern scene. We take the 
position that the American Osteopathic Association, 
through its properly constituted officers and com- 
mittees, is responsible for the future and for the 
decisions relating to the continuing activities of the 
osteopathic profession, its institutions, and its col- 
leges. 

“As a Board of Trustees, we serve this profession 
because of our profound belief in the importance 
of the osteopathic philosophy, the osteopathic con- 
cept, and the osteopathic contribution to the sum 
total of health care. We urge the understanding of 
this problem and the support of our position to all 
of the alumni of our college.” 
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Leaders of the profession from every part of the 
country have met to assess the dangers which face 
them and the strengths which uphold them. They 
have resolved that with firm determination and 
faith in their cause they will continue to further 
the development of the osteopathic profession and 
to assure that its contribution and service will be 
available to future generations. 

As an interpretation of present policy of the 
Association, the Board of Trustees of the A.O.A., in 
session on May 24, approved the following state- 
ment of purpose for the information and use of 
component groups and members of the Association: 


The major goals of the American Osteopathic Association 
are: 

1. To train osteopathic physicians and surgeons in the 
interest of providing the best possible health care to the 
public. 

2. To develop further, through research and application, 
the principles and practice of osteopathic medicine. 

To accomplish these goals, the American Osteopathic 
Association, carrying out the majority will of the osteopathic 
profession, as expressed by its House of Delegates repre- 
senting the entire profession, has stated and reaffirmed the 
profession’s desire for independence. This it has done in a 
spirit of cooperation toward all health agencies, public and 
private, which will recognize the profession’s value to so- 
ciety and which will cooperate in the achievement of its 
goals. 

These declarations of independence have been based on 
three significant facts: 

1. The demonstrated effectiveness and recognition of the 
osteopathic profession and its concept and that this profes- 
sion is best qualified to develop its own distinctive con- 
tributions. 

2. The need for more than one school of medicine to 
enhance the quality of health care through free competition 
since amalgamation of the osteopathic profession with or- 
ganized medicine would create a complete monopoly which 
is contrary to the basic tenets of free enterprise. 

3. The need for osteopathic institutions and organizations 
on the state and national levels to enable osteopathic gen- 
eral practitioners and specialists to fulfill their responsibility 
to the public. 


In this crisis, no one can afford a middle-of-the- 
road policy. Each must stand up and be counted. 
This is a time for resoluteness, for going forward 
without fear or hesitation, firm in the conviction 
that the course we pursue is the right one, and that 
the way ahead, although it may be beset with 
problems, will lead to the continued growth and 
increased respect of a young and honorable profes- 
sion. 


Bacterial tooth decay 


Studies on hamsters conducted at the National In- 
stitute of Dental Research in Bethesda, Maryland, 
indicate that tooth decay may be caused by specific 
types of bacteria. 

The idea that dental decay may be caused by 
bacteria is not new, according to a report in the 
May 14 issue of The New York Times. However, it 
has been thought until the present that almost any 
bacteria capable of fermenting the carbohydrate in 
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food would also cause tooth decay. The studies at 
Bethesda indicate that it is not just any bacteria, 
or even just any acid-producing bacteria, which 
cause decay. Specific micro-organisms appear to be 
at fault. 

Part of the evidence comes from a specific family 
of hamsters in which there has been no unwanted 
tooth decay since 1957. The maternal founder of 
that family was given enough penicillin to free her 
mouth completely from certain types of bacteria. 
Her descendents remained virtually decay-free as 
long as they were sheltered from the same organ- 
isms. 

Tests were conducted by feeding diets calculated 
to produce dental decay. No decay was evident, 
even though the animals’ mouths were far from 
germ-free, so long as certain pathogens were elimi- 
nated. However, when “decay-resistant” animals 
were exposed to the germs normal to the mouths of 

‘ other hamsters known to be “decay-prone,” rampant 
decay resulted in the formerly “resistant” group. 

Some eighteen kinds of bacteria which were 
tested failed to produce decay; some of these types 
are copious producers of acid. However, the group 
of bacteria which did produce decay included five 
closely related strains of streptococci. They are un- 
like the varieties that commonly cause infections in 
man, and they are not easily transmissible from one 
animal to another. 

Animal studies will continue at the National In- 
stitute of Dental Research, with an eye toward de- 
termining a complete life history of the disease. 
The researchers plan to see whether individual 
bacterial types alone will produce decay, whether 
two or more species may work together to produce 
the condition, or whether some bacteria might in- 
hibit other types in their destructive activity. Most 
important, they must find just what it is in the 
certain strains of bacteria that does the damage. 

Studies in man will be much more difficult than 
in animals, of course, but some preliminary work 
has been planned. Because children with rheumatic 
fever often are given penicillin for long periods, it 
might be fruitful to study the dental health of such 
individuals. It is possible that long suppression of 
certain type of bacteria would have a demonstrable 
effect in retarding tooth decay. 


Medical writing: 
Type and purpose 


There is no single formula for writing medical 
papers. Each type differs with the purpose for 
writing. Components appropriate to a medical es- 
say, for example, would be out of place in a re- 
search report. And the “slant” of a case report 
would be very different from that of an epidemio- 
logic study. 

What, then, should go into each type of paper? 
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The case report is an important form of communi- 
cation for medical writers at all levels of experience. 
It is often read when the more complex paper is 
passed by. The human interest it carries has made 
it the most enduring type of classical medical litera- 
ture, as well as the most interesting current form. 

The case report need not be written in abstruse 
phrases and with abstract coldness. Its purpose is to 
describe what happened to a human being, what 
was done to help, and what was the result. It is 
accepted for publication because it is instructive 
for some reason, and it should be written to empha- 
size that reason. Was it a rare disease? Were there 
unusual symptoms? Was the diagnosis difficult? 
Was the form of treatment new, or especially suc- 
cessful, or unexpectedly disappointing? Were the 
pathologic findings noteworthy? Pick a point to 
emphasize, and write the case report around it, 
being careful not to distort the facts. 

Case reports follow various formulas, but here is 
one frequently used: 

1. Introduction. This gives the reason for report- 
ing the case. 

2. Case presentation. This includes identifying 
data, chief complaint, a brief history of the illness 
that brought the patient to the doctor, relevant 
past history, relevant family and social history, ab- 
normal laboratory results (and normal results when 
important for differential diagnosis), abnormal 
physical findings, course of the disease while the 
patient was under observation, treatment measures, 
ultimate result of illness, and pathologic findings 
(if applicable). 

3. Discussion. This correlates important features 
of the case with reports in the literature and gives 
the author's own comments and opinions. 

There may or may not be illustrations and con- 
clusions. References to literature cited would com- 
plete the report. 

A few other suggestions: Personal or hospital 
abbreviations should not be used. All pertinent find- 
ings should be included, including the nurses’ notes 
if they are significant, but at the same time the 
report must be pared down to contain only essen- 
tials. The language used should be appropriate to 
the description of what happened to a human 
being, not merely that of reporting laboratory data; 
but at the same time it must be “objective and sci- 
entific.” 

Another type of paper is the clinical research 
report. This is perhaps the most formularized of 
medical communications. It is employed to report 
clinical studies of new drugs or therapeutic meth- 
ods, and it concerns a group of patients, a test item, 
and a test method. The method of writing usually 
follows a definite outline: 

1. Introduction. This states the aim of the study 
and places it in context with other related experi- 
mentation. 

2. Materials and methods. Details—neither too 
many nor too few—are given about the clinical sub- 
jects and substance or method to be tested. The 
test method is described in such a way that another 
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investigator could readily reproduce the experiment 
from this information alone. 

3. Results. This section deals only with facts, 
not interpretations. If statistical methods are em- 
ployed, they must be faultless. If no formal statisti- 
cal appraisal is attempted, at least the arithmetic 
should be right. Tables may be used, but the data 
given here should not be duplicated in the text. 
The writer must guard against conscious or uncon- 
scious twisting of data to support preconceived 
ideas, and he must never overlook clinical variables. 

4, Discussion. The author here compares his 
work with what has been done before, citing refer- 
ences to the literature. He may suggest a direction 
for future work. If he wishes to speculate or inter- 
pret data, this is the place to do it. 

5. Conclusions. Only statements based on and 
directly verifiable from experimental results are 
allowable. 

6. Summary. Important findings from the study 
are epitomized. A summary should be a brief ab- 
stract of the paper, not merely a statement of what 
it contains. 

7. References. In THe JourNAL, references are 
listed in their order of appearance in the article, 
and they follow a definite style. The list need not 
be long, but it must be pertinent and accurate. 

In many ways, the clinical research report is like 
the single case report, since each is objective in 
view and each deals with patients. However, the 
research report is more strictly depersonalized; even 
illustrative case material is pared to a minimum 
consistent with scientific validity. The objective 
dictates the style. 

A third type of paper is the review article. This 
is sometimes combined with a case report or with 
a report of a new therapeutic method, and some- 
times it appears alone. The simplest review, though 
not the most valuable, is merely a restatement of 
what has been said before about a given subject. 
It actually is a collection of brief abstracts. This 
method is most profitably employed in the exhaus- 
tive review, which usually extends into monograph 
form and is thus not suitable for publication in 
most journals. 

More generally useful is the selective or critical 
review. This requires a creative approach to the 
subject, and obviously is more work for the writer 
than the other kind. The temptation in critical re- 
viewing is to select only articles that reinforce the 
writer's previous view, without considering the 
other side seriously enough. A good critical review 
should present both sides fairly, and then give 
sound reasons for the writer’s own conclusions. 

Documentation must be painstakingly accurate 
in review papers—indeed, in all papers. A single 
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misquotation can throw doubt on the validity of 
all conclusions. And, of course, the reviewer must 
never lean too heavily on too few sources. 

Medical journals are full of review papers, often 
to the detriment of the already overburdened 
reader. The review writer should be sure that he 
has something to contribute, at least a new slant on 
the subject, before he submits his article for pub- 
lication. 

Technical notes are used to describe new instru- 
ments or to detail diagnostic or therapeutic tech- 
nics. Such descriptions should be concise and clear, 
and should tell why the new should be better than 
the old. Advantages given might include speed, 
accuracy, operation by less skilled personnel, or a 
saving in cost. Complicated descriptive methods 
should be avoided, as they will only tend to obscure 
the meaning. Pictures or diagrams are almost man- 
datory for such articles. 

The medical essay takes several forms. Some of 
these are the special lecture, the presidential ad- 
dress, the editorial, sometimes the book review, 
sometimes letters to the editor, and the “special 
article.” The essay should have a main thesis, per- 
haps on a social, economic, or historical aspect of 
medicine, and this thesis should be developed in an 
orderly fashion. 

Current fashion in scholarly writing style is op- 
posed to ornate prose. It is considered inexcusable 
for an address or essay to be a collection of trite 
phrases mixed with long words and quotations of 
doubtful relevance. All the overwriting should be 
done on the first draft, and then mercilessly excised 
before anyone has a chance to cry “pompous.” This 
does not mean that the prose should not be that 
of an educated man. It is merely that the current 
“etiquette of writing” places main emphasis on a 
crisp phrase and the incisive metaphor, and frowns 
upon any kind of florid expression. 

Field studies are comparatively rare in general 
medical journals today. Few physicians who are not 
involved in research or public health have oppor- 
tunity to collect the kind of data required for such 
a paper. However, doctors may be asked to con- 
tribute information from their own practices to a 
larger study. The form of such a component report 
may be dictated by a questionnaire, or it may not; 
in any case, the same objectivity that governs a 
clinical research report should be exercised here. 

Since medicine is both an art and a science, it is 
inevitable that medical writing should partake of 
both approaches. The perfect blend is hard to come 
by, but the difficulty can be mitigated if the writer 
will remember to answer three questions: Who will 
read the paper? What is the nature of the subject? 
What really needs to be said? 


SPECIAL ARTICLE 


A new combined program of 
liberal arts and medical 


education at Boston University 


LAMAR SOUTTER, M.D.,* Boston, Massachusetts 


At present our education is a series of uncoordi- 
nated segments taking place at different schools. 
There have been signs of an increasing trend in 
the opposite direction in recent years. In collegiate 
schools of nursing, engineering, and business ad- 
ministration this has become increasingly so. In 
other schools liberal arts has been added to the 
curriculum, although incompletely and ‘subordi- 
nated to the technical portion of the program. This 
has been true in some schools of pharmacy, for 
example. 

In the English medical schools, and on the con- 
tinent, the scientific elements of a liberal arts edu- 
cation pertinent to medicine, and often with all 
other aspects eliminated, are given to the students 
by instructors hired by the schools of medicine. 
These schools rest very heavily upon excellent 
preparation in secondary school, usually to a level 
of achievement which would be the equivalent to 
the end of the sophomore year in an American 
college, but they lack the broad range of courses 
which may be selected in such a college. 

Several years ago, under a grant from the Rocke- 
feller Foundation, Boston University began a study 
as to how it might shorten and improve the educa- 
tion of the doctor. This study was carried out under 
the auspices of the College of Liberal Arts and the 
Medical School by means of a joint committee. 

Certain aspects of our present educational sys- 
tem, arising out of the separation of the various 
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programs of study, have had unfortunate results. 
A young man after graduation from secondary 
school with the interest of becoming a doctor of 
osteopathy or medicine goes to a college where he 
is advised by a premedical group, rather than by 
those who will control his professional education. 
Furthermore, his subsequent hospital training is in 
the hands of others. Hence, during the important 
formative years of his professional background, his 
guidance is in the hands of three completely dif- 
ferent groups of educators. 

To this problem is added a lack of academic 
security caused by the discontinuity of the pro- 
gram, with the student having to worry a great deal 
about how he is going to get into a professional 
school and later into a hospital. This leads to a 
selection of college courses on the basis of how they 
will impress an admissions committee, rather than 
for their value to the student. It often means that 
students will take courses such as biochemistry, 
physiology, histology, or microbiology in college so 
that when they repeat them in professional school 
they will do better than their classmates. Students 
would be far better off getting a broad education 
with the pursuit of a subject of major interest to 
some depth, and avoiding repetition altogether. 

The lack of a single control over the whole span 
of education and training leads to other difficulties, 
one of which is interruption in the orderly progres- 
sion of learning in the important fields bearing 
upon medicine. For example, some students will 
take general chemistry during their first year in 
college, may take no chemistry the following year, 
then must take organic chemistry during their 
junior year if they wish to perform well on the 
chemistry section of the Medical College Admis- 
sions Test at the end of that year. During their 
senior year they will not need to take chemistry 
again unless they are majoring in the field, so that 
when they take biochemistry in the professional 
school, it is after another year during which their 
minds will have lain fallow in this area. It is hard 
to know what the “half-life” of retained knowledge 
in a subject is, but interruptions are not desirable. 

Another problem is related to the distrust with 
which our colleges regard secondary school courses. 
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As a general rule they repeat a number of them 
with somewhat better courses. The advanced place- 
ment program has demonstrated, however, that 
secondary schools are quite capable of organizin 
excellent courses comparable to those given in col- 
leges, with the students who take them being capa- 
ble of passing examinations equivalent to those 
given by the colleges and acceptable to the colleges. 

Other problems which arise from the present 
system include such matters as who, if anyone, is 
willing to take any interest as to what the doctor 
understands about the social order around him and 
his responsibilities within it, both professionally 
and as a citizen. 

With these matters and many others of concern 
to us, we set about studying what could be done 
with that period of education directly under the 
control of the university, namely, the liberal arts 
and medical school periods. The committee charged 
with this problem consisted of a philosopher, a 
chemist, a biologist, and a surgeon. A great deal 
of time was spent studying American secondary 
schools, colleges, and curricula in other medical 
schools. 

The principal features of the new program as it 
is finally formulated are as follows: First, we 
should have a program of general education with 
medicine ‘as a major, taking no longer than 6 years 
from high school to the medical degree. Second, 
to achieve this we would have to give credit for 
good high school courses and not repeat them, 
make full use of the summers for course work, pro- 
vide a point at which students unsuited to the pro- 
gram might withdraw to pursue studies leading 


Summer Session 


First Year 


Second Year 


Humanities, Natural Sciences 
and Social Sciences 


Third Year 


Humanities, Natural Sciences 
or Social Sciences 


History of Science 
and Medicine 


Fourth Year 


Seminar in Health and 
Society, Electives 


Fifth Year 


Sixth Year 


Two-thirds of the class take medical subjects and one-third electives during each third of the year. 
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TABLE I—OUTLINE 6-YEAR MEDICAL PROGRAM 


First Semester 


Humanities and Natural 
Sciences 


Humanities, Natural Sciences 
and Social Sciences 
Medical Subjects 


Medical Subjects 


Medical Subjects 


Electives in Humanities, <~~—— Medical Subjects 
Sciences or Medical 
Sciences or Research 


to an A.B. degree, institute a tutuorial system ror 
the purpose of developing the students academi- 
cally, and live with the students in some form of 
residence similar to the Yale College Plan. 

A brief outline of the curriculum is displayed in 
Table I. Some amplification of it is necessary. Se- 
lecting students from secondary schools is not 
difficult for a good admissions office. However, the 
secondary school courses for which the students 
are going to be given credit must not only be good 
ones, but the student must have performed well in 
them. The particular subjects which are commonly 
taken by students thinking of going into science 
or medicine are English, physics, chemistry, and 
mathematics. The first and the last of these would 
have to be taken for 4 years, and the other two 
for a year apiece, in order for an applicant to be 
eligible for admission. 

Once in the program, continuation in these sub- 
jects, without repetition (which will save a year) 
would be carried out as follows: English would 
not be repeated in the form of the usual freshman 
English course; instead, students would be marked 
for their use of English in the papers that they 
would write in philosophy, history, literature, and 
biology. At the end of 2 years a proficiency exam- 
ination in English would be required. A course in 
literature would be given in the first year. After 
this electives in the field would be available. 

The physics course would rest heavily upon a 
good secondary school course, with but a brief re- | 
view period of course-work in school. Some of the 
principles of physics would be illustrated by exam- 
ples having a direct bearing upon medicine, to 


Second Semester 


Humanities and Natural 
Sciences 


Humanities, Natural Sciences 
and Social Sciences 


Medical Subjects 


Medical Subjects 


Medical Subjects 


Medical Subjects 
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bring home to the student the interrelation of the 
two sciences as well as emphasizing the importance 
of physics. 

In chemistry, after a brief review period, the 
students would proceed into advanced general 
chemistry, qualitative and quantitative analysis, and 
some physical chemistry. The next year would be 
spent in organic chemistry, and in the following 
one the students would be taking biochemistry as 
part of the medical curriculum. 

Mathematics poses somewhat of a problem. For 
the ordinary practitioner it is only necessary for 
him to know enough to permit a ready understand- 
ing of the preclinical sciences; for those going into 
basic research, however, advanced calculus would 
be desirable. Our present solution of the problem 
is to teach enough calculus in the chemistry and 
physics courses to provide a background for physi- 
ology, biochemistry, and pharmacology, and then 
to allow elective time later on for those who require 
more work in the field. 

Biology is generally taught in the sophomore 
year in high school. The content of the course 
varies from school to school, and it cannot be de- 
pended upon. The elementary course in college 
biology can be very good, but is usually adjusted 
to the level of non-science majors who elect it to 
fulfill a distribution requirement. Our new course 
will stress physiology, ecology, development, and 
genetics, with less emphasis on comparative mor- 
phology. 

The social sciences will be introduced by a course 
in social anthropology, to be followed by special 
courses in psychology and philosophy, with empha- 
sis upon ethics. These will be followed by psychi- 
atry which will be taught in each of the 4 medical 
years. During one summer seminar studies in health 
and society will be given, and during the last 2 
years the tutors will assume responsibility for dis- 
cussion of the physicians’ relationship to society, to 
each other, and to their patients. 

Other courses in the liberal arts will include the 
history of western civilization, government, statis- 
tics, and seminar studies in the history of science 
and medicine. There will be 26 semester hours of 
elective time, mostly in the final year, during which 
a student will, under the guidance of his tutor, 
pursue some subject in the humanities or sciences 
to some depth, or may spend some of it in research 
or in advanced medical studies. 

Two years of a language will be required for 
admission. Students will continue their studies in 
the language of their choice in language clubs 
which will meet in small groups once a week during 
the winter months in the evenings. At these clubs 
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the conversation during dinner will be in the lan- 
guage of the club. A paper will then be given and 
discussed in the same tongue. By this mechanism 
the students will learn to speak a language and 
will learn some of the culture of the nation which 
speaks it. A proficiency examination will be re- 
quired after 3 years in the course. 

There will be two sets of tutors: one for the first 
2 years of liberal arts, and one for the last 4 of 
medicine. They will meet with their students in 
groups of four for 2 hours a week. They will be 
responsibile for the orientation of the students 
towards their work, the development of their in- 
terest, and understanding of what they are learning. 
The tutors will push the more able students to go 
further in the subjects in which they are interested. 
Certain specific topics as mentioned above may well 
be handled entirely by the tutors. Personal advisors 
selected from the medical faculty will help the stu- 
dent with many of his social and other adjustments, 
acting in general as a “friend on the faculty.” Each 
advisor will have only one student in a class. 

Many activities will take place in a residence de- 
signed to house students, interns, residents, and 
faculty. In it will meet the language clubs, the 
tutorial groups, courses in creative art, and all of 
the intellectual and social societies of the school. 
Although many students will live elsewhere, par- 
ticipation in exercises in the house will be required, 
as it is a means of providing an environment in 
which students and faculty can get to know each 
other, where the young student will learn about 
medicine from the older, and where the examples 
and attitudes of older men can influence the 
younger ones. 

Students may withdraw from the program after 
2 years to pursue their liberal arts courses, and then 
apply to medical schools if they wish. This will 
provide an alternative for those who are uncertain 
after 2 years as to whether they should become 
doctors. They will be replaced by graduates of 4- 
year colleges, so that an entering class of 100 will 
remain more or less the same except for some who 
fail academically. Students will be allowed to drop 
out for a year of research or advanced studies in 
the basic sciences at the end of the fourth year. At 
the end of 6 years they will receive both an A.B. 
and an M.D. degree. 

The first class enters in the fall of 1961 at our 
College of Liberal Arts. Many of the extra expenses 
of the program have been underwritten by the 
generosity of the Commonwealth Fund. We have 
found the applicants to be bright and eager. The 
faculties of both schools are keenly awaiting the 
start of the experiment. 
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Message of the President 


of the American Osteopathic Association 


> Never more true was the adage that it’s an 
ill wind that blows no good. The ill wind of the 
“California situation” can be, if we but make it 
so, a great good. 

The life-and-death issues now at stake did not 
originate entirely in California. They originated, 
through the years, in every failure everywhere 
to protect and develop the osteopathic concept. 
Every time osteopathic practice was down- 
graded, no matter where, the California situa- 
tion was given impetus. Every time the teaching 
of osteopathic principles was soft-pedaled in 
osteopathic colleges, or was bypassed in our 
educational effort to be “as good as” general 
medical schools, velocity was added to the ill 
wind. Every time a student was permitted to 
graduate from an osteopathic institution with a 
watered-down concept of the osteopathic con- 
tribution to medicine, or without the knowledge 
or desire to put it into practice, another step was 
taken toward the place in which we now find 
ourselves. 

We are faced with a schism that threatens our 


existence. What are we going to do? We are 
going to consider it a cue—one we are not about 
to miss. We may one day thank our constitutents 
in California for forcing us to face the necessity 
of being more separate and distinct than we 
have been. 

If we are to survive as a profession, we must 
correlate the total osteopathic concept across 
the entire clinical field. In the basic science 
years, we must integrate fundamental osteopathic 
reasoning that will be part and parcel of the 
approach to the art of healing. In the clinical 
years, we must give progams of advanced osteo- 
pathic technic. In postdoctoral education, we 
must provide advanced training in osteopathic 
principles and skills equivalent to that now pro- 
vided in the established specialties. Throughout 
the training of our students, we must upgrade 
our concept. Unless we do, we will miss our cue. 

I have just come from a meeting of the Bureau 
of Professional Education. Its members include 
the chairmen of the committees on colleges, hos- 
pitals, and accreditation of postgraduate educa- 
tion, and the Advisory Board for Osteopathic 
Specialists. The Bureau brings together some of 
the ablest men of our profession. Back of them 
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are years of experience in educational adminis- 
tration and philosophy. These men, in this meet- 
ing, are dedicated to the proposition of correct- 
ing, through the mechanics of education, the evil 
days that have fallen upon us. They are requir- 
ing that lip service to the osteopathic concept be 
replaced by action to protect and develop it. 
They are tightening up, in every committee 
represented, provisions for the teaching of osteo- 
pathic principles and technics, beginning with 
the basic sciences and carrying through to spe- 
cialty accreditation. Practice in all its ramifica- 
tions is being approached from the osteopathic 
viewpoint. Application of osteopathic theories 
and skills is being considered as important as 


surgery or other special technics. 


This Bureau, as far as the future of the pro- 
fession is concerned, is our most important one. 
Its rulings today fashion our profession tomor- 
row. Unless I misread, or am blinded by wishful 
thinking, in this bureau osteopathic medicine is 
in good hands. With these men, we are not miss- 
ing our cue. 


201 W. Ellsworth Street, Midland, Michigan 


cer: 


A skyline view of Chicago's Drake Hotel, right, foreground, where the annual meetings of the A.O.A. and affiliates will be held, July 5 to 
12. Fronting the skyscrapers are Lake Shore Drive and Oak Street Beach. 3 
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Association and affiliates 


hold annual meetings 


> The American Osteopathic As- 
sociation’s House of Delegates and 
Board of Trustees and the adminis- 
trative bodies of a number of affili- 
ated and specialty groups will meet 
at the Drake Hotel, Chicago, July 
5 to 12, for 8 days of conferences 
and business meetings. 

This will be the first time in 
A.O.A. history that the House of 
Delegates will hold an annual meet- 
ing apart from the general Conven- 
tion. This departure from precedent 
comes in the process of change in- 
itiated last winter when the scien- 
tific and recreational programs of 
the Convention were set ahead to 
January with Miami Beach as their 
setting. The Board of Trustees held 
its midyear meeting at that time 
and the House held a 1-day meet- 
ing for a special order of business. 
But both bodies will hold their 
annual meetings next month. 


Annual reports e The meetings 
will cover the range of Association 
business. The annual reports of 
officers and chairmen will be given, 
and recommendations and amend- 
ments will be considered. The 
House will hold annual elections. 

Also meeting will be the Board 
of the Auxiliary to the A.O.A., the 
American Association of Osteopath- 
ic Colleges, the Society of Divi- 
sional Secretaries, the National 
Board of Examiners for Osteo- 
pathic Physicians and Surgeons, 
the Advisory Board for Osteopathic 
Specialists, the American Osteo- 
pathic Board of Obstetrics and 
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Gynecology, and the American Os- 
teopathic Board of Pediatrics. 
President Roy J. Harvey, Mid- 
land, Michigan, will preside over 
the Board of Trustees, July 5 to 8, 
and Speaker Charles W. Sauter, II, 
Gardner, Massachusetts, over the 
House of Delegates, July 9 to 12. 


Presidents to be installed e Lead- 
ing the special events will be the 
installations of new officers by both 
the Association and the Auxiliary. 
At the President’s Luncheon of the 
A.O.A., to be held at noon Wednes- 
day, the presidential gavel will pass 
from Dr. Roy J. Harvey, Midland, 


- Michigan, to Dr. Charles L. Naylor, 


Ravenna, Ohio. At a dinner on 
Saturday evening, Mrs. William B. 
Strong, Des Moines, Iowa, will be 
installed as president of the Aux- 
iliary, to succeed Mrs. Campbell 
A. Ward, Mount Clemens, Michi- 
gan. A meeting for student wives’ 
counselors will be held all day 
Sunday. 

A 2-day Conference on Insurance 
and Medical Care Plans will be 
held July 8 and 9, immediately pre- 
ceding the meeting of the House of 
Delegates. (See next page) 


A.O.A. 


Affiliates 


Saturday, July 7 and 8 
Specialty boards 
Thursday, July 5 and 6 
Saturday, July 8 
urday, July 7 and 8 


Special events 


tion of officers ) 


Annual meetings—July 5 to 12 
Drake Hotel, Chicago 


Board of Trustees, Wednesday to Saturday, July 5 to 8 
House of Delegates, Sunday to Wednesday, July 9 to 12 


Auxiliary Board, Wednesday to Wednesday, July 5 to 12 
National Board of Examiners for Osteopathic Physicians 
and Surgeons, Friday to Sunday, July 7 to 9 

Society of Divisional Secretaries, Saturday, July 8 
American Association of Osteopathic Colleges, Friday and 


Advisory Board for Osteopathic Specialists, Wednesday and 
American Osteopathic Board of Obstetrics and Gynecology, 


American Osteopathic Board of Pediatrics, Friday and Sat- 


Conference on Health Insurance and Medical Care Plans, 
Friday and Saturday, July 7 and 8 
Conference dinner, Friday, July 7 
Auxiliary dinner, Saturday, July 8 (Installation of officers) 
President’s luncheon, A.O.A., Wednesday, July 12 (Installa- 
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Chicago host to insurance, 


medical care conference 


> The Conference on Health In- 
surance and Medical Care Plans, 
sponsored by the American Osteo- 
pathic Association, is being held 
Friday and Saturday, July 7 and 8, 
in the Grand Ballroom of the Drake 
Hotel, Chicago. The meeting, to 
which all members of the profes- 
sion are invited, immediately pre- 
cedes the annual meeting of the 
A.O.A. House of Delegates. 

The 2-day meeting will bring to- 
gether authorities in the fields of 
health insurance and medical care. 
The program is made up of lec- 
tures, panel discussions, and ques- 
tion-and-answer sessions that have 
been planned to help clarify for the 
profession present-day . objectives, 
developments, and problems in this 
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field of health care. Throughout the 
Conference, stress will be laid on 
audience participation. Discussion 
periods will follow each address 
and panel discussion. 


Dinner speaker e Ivan A Nest- 
ingen, under secretary of the U.S. 
Department of Health, Education, 
and Welfare, will be the speaker at 
the Conference dinner, to be held 
on Friday evening in the French 
Room of the Drake. Mr. Nestingen, 
a native of Wisconsin, graduate in 
law from the University of Wis- 
consin, attorney, and former mayor 
of Madison, will speak on the sub- 
ject, “The Nation’s Health Needs 
and Plans.” 


Friday program e Dr. True B. Ev- 
eleth, A.O.A. Executive Director, 
Chicago, will open the meeting on 
Friday morning, and Dr. Roy J. 
Harvey, Midland, Michigan, A.O.A. 
President, will welcome attendants. 
On the day’s program will be: 
Richard L. Wysong, Ph.D., head 
of the department of history and 
political science at Central Michi- 
gan University, Mount Pleasant, 


Michigan. Dr. Wysong has for a 
number of years been moderator of 
a regional public health confer- 
ence in Michigan, and is in demand 
as a speaker at meetings of service 
clubs and education groups. His 
Conference subject matter: Eco- 
nomic, health, and historical princi- 
ples or factors applicable to health 
insurance and medical care plans. 

Jay C. Ketchum, executive vice 
president of Health Services, In- 
corporated, and Medical Indemni- 
ty of America, Incorporated, Chi- 
cago. Mr. Ketchum is deputy 
commissioner of the Department of 
Insurance of Michigan and a mem- 
ber of the Health Insurance Com- 
mittee of the U.S. Chamber of 
Commerce. For 17 years he was 
executive vice president of the 
Michigan Medical Service (Blue 
Shield), and has served on the 
board of the Blue Shield National 
Association, and as chairman of the 
Medical Advisory Committee of 
the Medical Prepayment Plans 
Council of the A.M.A. His subject 
matter: Influences relating to the 
development of Blue Cross and 
Blue Shield Plans today. 

J. F. Follman, Jr., New York City, 
director of information and _ re- 
search, Division of the Health In- 
surance Association of America, is 
both writer and lecturer. He is a 
fellow of the American Public 
Health Association, and serves as 
consultant to the Commission on 
the Cost of Medical Care of the 
A.M.A., the American Dental As- 
sociation and the National League 
for Nursing, and to the Office for 
Dependent’s Medical Care of the 
U.S. Defense Department. His sub- 
ject matter: Present status and ob- 
jectives of health insurance. 

Glenn Wilson, M.A., manager, 
Medical Care Research, Nationwide 
Insurance Companies, Columbus, 
Ohio. Mr. Wilson is a research 
worker and statistician in the field 


To address Conference—Above, 
Glenn Wilson, Columbus, Ohio, au- 
thority on group medical practice. 
Below, from left, J. C. Ketchum, Chi- 
cago, insurance executive; Mortimer 
T. Enright; Chicago, A.O.A. adminis- 
trative assistant, and J. F. Follmann, 
Jr., New York City, writer and_lec- 


turer. 


= 


Plans." 


of socio-economics, particularly in 
the development of group medical 
practice. He is a fellow of the 
Medical Care Section of the Amer- 
ican Public Health Association, a 
member of the Group Health As- 
sociation of America, and a con- 
sultant on research and develop- 
ment to Group Health, Washing- 
ton, D.C. His subject matter: Lay 
or consumer sponsored prepayment 
direct service group medical care 
plans. 

Charles L. Massie, president, 
Federal Postal Hospital Association, 
Kansas City, Missouri. His subject 
matter: Medical care plan claims 
administration—The mutual inter- 
est of the insured, doctor, and plan 
—Administrative procedures fol- 
lowed—Functions of advisory 
health insurance committees of 
state osteopathic associations. 

Mortimer T. Enright, Chicago, 
administrative assistant to Dr. Eve- 
leth, was a staff writer and corre- 
spondent in the Korean War, and 
has held various public relations 
and administrative posts. He is a 
member of the Association Execu- 
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Left, Richard L. Wysong, Ph.D., member of the faculty of Central 
Michigan University, Mount Pleasant, will address Friday's meeting 
and coordinate Saturday's panel discussions. 


Right, Ivan A. Nestingen, under secretary of the U.S. Department 
of Health, Education, and Welfare, will be the dinner speaker on 
Friday evening, on the subject, “The Nation's Health Needs and 


tive Forum of Chicago, the Ameri- 
can Society of Association Execu- 
tives, and is a district officer of 
Toastmasters International. His 
subject matter: The transmission of 
information between the A.O.A. 
and divisional societies to keep the 
profession informed. 


Saturday program e The Satur- 
day morning program will open 
with a report by Dr. Alexander 
Levitt, Brooklyn, on the 1961 White 
House Conference on Aging, which 
he attended as an A.O.A. delegate. 
Dr. Levitt is a member of the A.O.A. 
Bureau of Research, and a former 
member of the A.O.A. Board of 
Trustees. Dr. Vernon H. Casner, 


Kirksville, Missouri, chairman of 


the A.O.A. Committee on Health 
Care for the Aging, will act as 
moderator of the discussion to fol- 
low Dr. Levitt’s presentation. 

The second event on the Satur- 
day program will concern the gen- 
eral subject, “Physicians, Hospitals, 
and Medical Care Plans.” Four 
concurrent discussions, with Mr. 
Wysong as co-ordinator, will be 
moderated by Dr. Robert D. An- 
derson, Philadelphia, chairman of 
the A.O.A. Bureau on Public and 
Industrial Health, and members of 
the Committee on Medical Care 
Plans, who are Dr. Classen; Drs. 
W. Clemens Andreen, Wyandotte, 
Michigan; James H. McCormick, 
Elkhart, Indiana; and Alfred A. 
Ferris, Saginaw, Michigan. 


On Saturday's program—From left, first row above, Dr. Alexander Levitt, Brooklyn, is to report on 
the 1961 White House Conference on Aging, and Dr. Robert D. Anderson, Philadelphia, chairman, 
Bureau of Public and Industrial Health, will be a panel moderator. Immediately above, from left, 
members of A.O.A. Committee on Medical Care Plans: Drs. Theodore F. Classen, Warrensville 
Heights, Ohio; W. Clemens Andreen, Wyandotte, Michigan; Alfred A. Ferris, Saginaw, Michigan; 
and James H. McCormick, Elkhart, Indiana. Left, A.O.A. General Counsel, Milton McKay, Chicago, 
active in Conference arrangements. 
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Members, A.O.A. Bureau of Professional Education—From left, seated: Drs. George W. Northup, Ira C. Rumney, Clyde C. Henry, chair- 


man, and Mr. Lawrence W. Mills, secretary. Standing, Drs. Charles L. Naylor, Robert D. McCullough, Thomas J. Meyers, Harry A. Lichty, 


William Baldwin, Jr., and Roy J. Harvey. 


Bureau of Professional 


Education meets in Chicago 


> A revitalization of osteopathic 
philosophy in the Association’s ap- 
proach to total professional educa- 
tion was called for in the annual 
meeting of the A.O.A. Bureau of 
Professional Education, held Fri- 
day through Sunday, May 19 to 21, 
in Central Office, Chicago. 

In 3 days of reports and discus- 
sion, this “committee of chairmen” 
drew up an impressive body of 
recommendations that can, if ap- 


proved by the A.O.A. Board of 
Trustees, point the way to a rein- 
statement of intrinsic osteopathic 
philosophy in professional training, 
beginning with the basic science 
years and carrying through to spe- 
cialty certification. 

The Bureau, which includes in 
its membership the chairmen of 
four committees directly concerned 
with professional training, is the 
liaison body between these commit- 


tees and the Board of Trustees. 
This was the Bureau’s annual meet- 
ing, in preparation for reports and 
recommendations to the Board of 
Trustees when it holds its annual 
meeting in Chicago in July. 


Meeting attendants e Making up 
the meeting were Dr. Clyde C. 
Henry, Bay Village, Ohio, Bureau 
chairman; the four committee chair- 
men, Drs. George W. Northup, 
Livingston, New Jersey, on col- 
leges; Robert D. McCullough, Tul- 
sa, on hospitals; William Baldwin, 
Jr., York, Pennsylvania, on post- 
graduate accreditation, and Thomas 
J. Meyers, Los Angeles, of the Ad- 
visory Board for Osteopathic Spe- 
cialists; and Lawrence W. Mills, of 
Central Office, Chicago, secretary 
of the Bureau. 

Present as consultants were 
A.O.A. President Roy J. Harvey, 
Midland, Michigan; President- 
Elect Charles L. Naylor, Ravenna, 
Ohio; Dr. Ira C. Rummey, Ann Ar- 
bor, Michigan, chairman of the De- 
partment of Professional Affairs, 
under which the Bureau is listed, 
and Dr. Harry A. Lichty, Chicago, 
administrative assistant to the Of- 
fice of Education. 


Body of recommendations e Out 
of the meeting came a body of 


From the presidential ranks—From left, 
seated, President Harvey and President- 
Elect Naylor. Standing, Past Presidents 
Northup and McCullough. 
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recommendations for Board presen- 
tation. They call for additional full- 
time faculty personnel in the de- 
partments of osteopathic theory 
and practice; specialty college em- 
phasis on osteopathic principles; 
specialty board examinations in 
manipulative management of dis- 
ease; conversion of the Academy of 
Applied Osteopathy into a specialty 
college, and the development of 
postdoctoral training in the fields 
of osteopathic theory and practice. 


Mr. Mills represents A.O.A. 
at college installation 


> As director of the Office of 
Education, Central Office, Chicago, 
Lawrence W. Mills represented 
the American Osteopathic Associa- 
tion at the inauguration on May 3 
of Thomas H. Carroll, Ph.D., as 
thirteenth president of George 
Washington University, Washing- 
ton, D.C. 

Some 300 colleges and sixty edu- 
cational associations were repre- 
sented in the ceremonial procession 
preceding the inauguration. 

Mr. Mills was in Washington also 
to confer with a number of educa- 
tors and with executives of the 
National Commission on Accredit- 
ing on matters concerning college 
evaluations. 


Otha Linton resigns 
from Central Office staff 


> Otha W. Linton, a member of 
the Association’s Central Office staff 
for more than 4 years, resigned on 
June 1 to become public relations 
director of the American College of 
Radiology, also in Chicago. 

As press representative of the 
A.O.A. Division of Public and Pro- 
fessional Service, Mr. Linton be- 
came well known throughout the 
profession. In the last year he had 
taken an active part in the profes- 
sion’s work in civil defense and dis- 
aster medical care. 

Mr. and Mrs. Linton will con- 
tinue to live in suburban Evanston. 


JOURNAL A.O.A., VOL. 60, JUNE 196! 


Profession publishes fourth 
annual statistical study 


> A study of the osteopathic pro- 
fession has just been released by 
the American Osteopathic Associa- 
tion’s Department of Information 
and Statistics. It is based on fig- 
ures of December 31, 1960. In 
sixteen tables, “A Statistical Study 
of the Osteopathic Profession” re- 
ports upon such aspects of the os- 
teopathic physician as his type of 
practice, geographical location, and 
licensure. 

This is the fourth such study. 
Like its predecessors, it was made 
possible by the installation, in 
1956, of the IBM system of record- 
ing, and by a continuing system of 
questionnaires sent to all osteo- 
pathic physicians of known address. 
The studies have been produced by 
Josephine L. Seyl, department su- 
pervisor. 


13,316 D.O.’s active e In the 
United States, Canada, and foreign 
countries there were, at the end of 
last year, 13,316 active osteopathic 
physicians, including 11,163 in pri- 
vate practice, 1,139 in training pro- 
grams, on hospital staffs, on college 
faculties or in other service, and 
1,014 who did not report on their 
activity. There were 4,887 inactive 
doctors, made up of retired doctors 
and “mail returns.” 

“These annual reports provide in- 
valuable information,” said A.O.A. 
President Roy J. Harvey. “They 
are of particular importance to the 
profession itself, and to govern- 
ment and voluntary health agen- 
cies. They also provide provocative 
information to all who are inter- 


ested in the osteopathic scene.” 

Of the 13,316 active osteopathic 
physicians, 12,149 hold at least one 
unlimited license and 10,596 hold 
unlimited licenses in their present 
locations. 


General and specialty practice 
Of the 11,163 physicians who are 
in private practice, 6,594 are gen- 
eral practitioners, 2,085 are general 
practitioners giving particular at- 
tention to a specialty, 1,154 limit 
their practices to a specialty, and 
1,330 limit their practices to manip- 
ulative therapy. 

The median age of osteopathic 
general practitioners is 44.4 years; 
of specialists, 46.3 years; and of 
those confining practice to osteo- 
pathic manipulation, 60.9 years. 
The lowest median age, 41.6, is re- 
ported for Michigan, where 30.8 
per cent of osteopathic physicians 
are under 35 years of age, and 5.6 
per cent are over 65. These figures 
are based on a 1959 median-age 
study. 

Fifty-eight per cent of practicing 
osteopathic physicians are in locali- 
ties up to 50,000 in population. The 
largest number are in towns of 
from 10,000 to 25,000 population. 


D.O.’s not in private practice e 
Of active physicians who are not in 
private practice, 785 are interns, 
residents, fellows, preceptees, and 
assistants; 325 are in full-time col- 
lege or hospital positions; 8 in gov- 
ernment positions, 13 in organiza- 
tional or other service, and 8 are 
medical missionaries. 
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OPF continues 5-year rise; 
1960-61 grosses $850,000 


> The Osteopathic Progress Fund, 
the principal fund-raising vehicle 
for osteopathic education, will this 
year total close to $850,000. An- 
nouncement of the year’s income 
was made by Dr. Earl K. Lyons, 
Chandler, Arizona, chairman of the 
OPF Committee. This marks the 
highest annual return in the Fund's 
16-year history, and the fifth con- 
secutive year of growth. 

“This upward course has been 
made possible,” said Dr. Lyons as 
the fiscal year closed, “by the sup- 
port-through-dues mechanism, ini- 
tiated in 1954. By assessing each 
member as a part of his dues, sup- 
port of the colleges has been both 
increased and equalized.” 


22 states on dues support e The 
support-through-dues system oper- 
ates at the divisional society level. 
Both the dues raise and the portion 
to be allocated to OPF are decided 
by the vote of each state’s house 
of delegates. At present, twenty- 
two states have adopted the plan, 


with varying amounts allocated to 
education. Of these, Arizona, Maine, 
and Ohio have put the plan in 
operation this year. Missouri, which 
adopted dues support in 1956, this 
year raised its OPF allocation. 

Fifteen states have gone over 
their 1960-61 goals, which are set 
on the basis of state membership. 
Indiana has exceeded its goal by 
47 per cent, Texas by 44, Illinois 
by 35, and Washington by 33 per 
cent. Other divisional societies that 
have gone over their goals by sub- 
stantial amounts include Arizona, 
California, Colorado, District of 
Columbia, Hawaii, Iowa, Kentucky, 
Michigan, Minnesota, Oregon, and 
Virginia. Only five states exceeded 
their goals last year. 


OPF Committee e Members of 
the OPF Committee, in addition to 
Dr. Lyons, are Dr. Richard A. 
Payne, Decatur, Georgia, vice chair- 
man; Merlyn McLaughlin, Ph.D., 
president of the College of Osteo- 
pathic Medicine and Surgery, Des 
Moines, Iowa; Mrs. Virgil L. Sharp, 
Hales Corners, Wisconsin, OPF 
chairman of the Auxiliary to the 


A.O.A.; and Dr. Henry N. Hillard, 
Lancaster, Pennsylvania. Robert 
Bennett, of the Central Office staff, 
Chicago, is OPF director. 


Dr. Swope represents A.O.A, 
on President’s committee 


Dr. Chester D. Swope, Washing- 
ton, D.C., was the American Oste- 
opathic Association’s delegate to 
the annual meeting of the Presi- 
dent’s Committee on Employment 
of the Physically Handicapped, 
held in Washington late in April. 

The objectives of the meeting 
were to focus attention on the 
value and importance of the re- 
habilitation and employment of 
handicapped persons and to pro- 
vide opportunity for both volun- 
teer and professional workers in 
this field to meet. 

Dr. Swope is a former president 
of the A.O.A. and was chairman 
of the Council on Federal Health 
Programs (formerly the Depart- 
ment of Public Relations), from 
its founding in 1930 until last year. 


A.O.A. Counsel Milton McKay, right, expounds a point of law to Bureau of Public Education on Health—Members, from left, Dr. C. Fred 
Peckham, Oswego, New York; and Dr. E. C. Goblirsch, Little Falls, Minnesota; Lillian Schmitz, Chicago, secretary; Dr. Elmer C. Baum, 
Austin, Texas; Dr. Eugene D. Mosier, Puyallup, Washington, chairman; and Dr. Edward J. Sommers, Clayton, Missouri. Dr. Joseph A. Walker 


Royal Oak, Michigan, was unable to attend. 
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Bureau of Public Education on Health 


Dr. Baum studies D.O. role 
in state health programs 


>» As the expansion of health 
services within states continues 
throughout the country, the impor- 
tance of osteopathic participation 
in the development of good pro- 
grams becomes increasingly impor- 
tant. 

This service can be given through 
membership on state health agen- 
cies, either on boards of health or 
on advisory councils to depart- 
ments of health. As members of 
these agencies, D.O.’s have an op- 
portunity to take part in the plan- 
ning of governmental health pro- 
grams. 

As chairman of a subcommittee 
of the A.O.A. Bureau of Public Ed- 
ucation on Health, Dr. Elmer C. 
Baum, Austin, Texas, has initiated 
a study on this subject, on which 
he reported at the recent annual 
Bureau meeting (see below). Dr. 
Baum is a member of the Bureau 
and of the Texas State Board of 
Health. 


D.O.’s in 14 state agencies e Four- 
teen states, Dr. Baum has found, 
now include osteopathic physicians 
as members of their boards of 
health or advisory councils. These 
states are California, Florida, Kan- 
sas, Kentucky, Maine, Michigan, 
Missouri, Oklahoma, Oregon, South 
Dekota, Texas, Vermont, West Vir- 
ginia, and Wisconsin. 

In many states, D.O.’s serve as 
city, county, and district health of- 
ficers, and in most states where 
members of the profession are not 
serving as members of such agen- 
cies, they are actively interested in 
gaining representation. 

Dr. Baum’s study indicates that, 
in most states, osteopathic physi- 
cians can be appointed to state 
boards of health or advisory coun- 
cils to the state department of 
health without changes in existing 
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laws. In all but a few instances, the 
laws set forth general rather than 
specific qualifications for member- 
ship on such bodies. In some states, 
an amendment may need to be pro- 
posed to emphasize to the legisla- 
ture and the state government the 
lack of osteopathic representation 
in state agencies. 


Distribution of reports e The re- 
port also points out the need for 
widened distribution, within the 
profession, of reports or publica- 
tions of state boards or depart- 
ments. Annual and periodic reports 
of health departments comprise 
some of the most valuable of gov- 
ernment publications, and should 
be reviewed annually by divisional 
society committees to insure a max- 
imum osteopathic understanding of, 
and contribution to, state public 
health programs. 

Dr. Baum further emphasizes 
that each divisional society should 
check to see that the proper liai- 
son has been established with the 
department of health of its state, 
and that copies of governmental 
publications are being received by 
committee members responsible for 
public health matters. 

Every divisional society needs to 
keep current lists of members who 
serve as state and local health offi- 
cers, on health committees of the 
state government, and in other ad- 
visory or consultant capacities. 
These reports show, most effective- 
ly, the contribution the profession 
is making on a voluntary basis in 
the interest of public health. _ 


Bureau holds annual 
meeting in Central Office 


> The A.O.A. Bureau of Public 
Education on Health held its annu- 
al meeting, May 6 and 7, in Central 
Office, Chicago. Present were Bu- 
reau members Drs. Eugene D. 
Mosier, Puyallup, Washington, 


chairman; E. C. Goblirsch, Little 
Falls, Minnesota; C. Fred Peck- 
ham, Oswego, New York; J. Ed- 
ward Sommers, Clayton, Missouri; 
and Elmer C. Baum, Austin, Tex- 
as. Also in attendance were Milton 
McKay, A.O.A. General Counsel, 
and Lillian M. Schmitz, meeting 
secretary. Dr. Joseph A. Walker, 
Royal Oak, Michigan, vice chair- 
man of the Bureau, was unable to 
attend. 


Reviews laws, programs e The 
meeting reviewed the profession’s 
total public education on health 
program, and the new types of laws 
or bills that are now under consid- 
eration in various states. Study was 
given to proposals to increase the 
lawful scope of osteopathic prac- 
tice in states of limited practice 
rights, and to revision and consoli- 
dation of laws in other states. 

The Bureau also discussed such 
other legislative proposals as the 
institution of the office of medical 
examiner, privileged communica- 
tions acts, medical scholarship-loan 
enactments, and legislation provid- 
ing medical assistance for the aged. 
Bureau study indicated that laws 
are now being administered in 
Kentucky, Massachusetts, Michi- 
gan, Oklahoma, Washington, West 
Virginia and the Virgin Islands that 
provide for state medical care plans 
for the aged under the Kerr-Mills 
law. 


New Act in South Dakota e One 
of the more interesting laws re- 
viewed was The Medical Corpora- 
tion Act of South Dakota, enacted 
by the passage of H.B. 689 at the 
1961 session of the South Dakota 
legislature. This new law author- 
izes three or more physicians li- 
censed by the Board of Medical 
and Osteopathic Examiners to form 
a private corporation to engage in 
the diagnosis and treatment of hu- 
man ailments and injuries. 
Provisions of the law governing 
private corporations apply to such 
corporations except insofar as 
they are limited or enlarged by 
The Medical Corporation Act. Such 
a corporation may not be owned or 
operated without having procured 
a certificate of registration from the 
Board, and all officers, directors, 
and shareholders of the corporation 
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must at all times be persons li- 
censed pursuant to the act. 

Enactment of this law permits 
doctors organizing such a corpora- 
tion to enjoy the same benefits as 
many other persons who are able 
to operate their occupations or busi- 
nesses as a private corporation. In 
particular, the operation of such a 
corporation permits doctors to re- 
ceive pension benefits under ap- 
proved pension plans long denied 
to them. The operation of the prac- 
tice of medicine in this manner also 
permits continuity of ownership. 
The text of this act follows: 


SOUTH DAKOTA 
Regular Session 
House Bill No. 689 

AN ACT entitled, An Act authorizing 
the formation of Medical Corporations. 
Be it enacted by the Legislature of the 
State of South Dakota: 

Section 1. Title. This act may be cited 
as “The Medical Corporation Act”. 

Section 2. Three or more persons li- 
censed pursuant to Chapter 27.03 of the 
1960 Supplement to the South Dakota 
Code of 1939, as amended, hereinafter 
referred to as the Medical Practice Act, 
may associate to form a corporation pur- 
suant to the provisions of law pertaining 
to private corporations to own, operate 
and maintain an establishment for the 
study, diagnosis and treatment of hu- 
man ailments and injuries, whether phys- 
ical or mental, and to promote medical, 
surgical and scientific research and know]- 
edge, and for any other purpose incident 
or necessary thereto; provided medical or 
surgical treatment, consultation or advice 
may be given by employees of the cor- 
poration only if they are licensed pur- 
suant to the Medical Practice Act. 

Section 3. Business Corporation Act. 
The provisions of the law governing pri- 
vate corporations shall be applicable to 
such corporations, including their organ- 
ization, and they shall enjoy the powers 
and privileges and be subject to the du- 
ties, restrictions and liabilities of other 
corporations, except so far as the same 
may be limited or enlarged by this act. 
If any provision of this act conflicts with 
the Medical Practice Act this act shall 
take precedence. 

Section 4. Corporate Name. The cor- 
porate name shall contain the names of 
one or more of the shareholders, provided 
that the name of no person who is not 
employed by the corporation shall be 
included in the corporate name, except 
that the name of a deceased shareholder 
may continue to be included in the cor- 
porate name for one year following the 
decease of such shareholder. The cor- 
porate name shall end with the word 
“Chartered”, or, the word “Limited”, or 
the abbreviation “Ltd.”, or the words 
“Professional Association”, or the abbre- 
viation “P.A.” 
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Section 5. Certificate of Registration. 
No corporation shall open, operate or 
maintain an establishment for any of the 
purposes set forth in Section 2 of this 
act without a certificate of registration 
from the Board of Medical and Osteo- 
pathic Examiners, hereinafter referred to 
as the Board. Application for such reg- 
istration shall be made to said Board in 
writing and shall contain the name and 
address of the corporation and such other 
information as may be required by the 
Board. Upon receipt of such application, 
the Board shall make an investigation of 
the corporation. If the Board finds that 
the incorporators, officers, directors and 
shareholders are each licensed pursuant 
to the Medical Practice Act and if no 
disciplinary action is pending before the 
Board against any of them, and if it ap- 
pears that the corporation will be con- 
ducted in compliance with law and the 
regulations of the Board, the Board shall 
issue, upon payment of a registration fee 
of Fifty dollars, a certificate of registra- 
tion which shall remain effective until 
January first following the date of such 
registration. 

Section 6. Annual Renewal. Upon 
written application of the holder, ac- 
companied by a fee of Ten dollars, the 
said Board shall annually renew the cer- 
tificate of registration if the Board finds 
that the corporation has complied with 
its regulations and the provisions of this 
act, 

Section 7. Posting. The certificate of 
registration shall be conspicuously posted 
upon the premises to which it is ap- 
plicable. 

Section 8. Change of Location. In the 
event of a change of location of the reg- 
istered establishment, the said Board, in 
accordance with its regulations, shall 
amend the certificate of registration so 
that it skall apply to the new location. 

Section 9. Assignment. No certificate 
or registration shall be assignable. 

Section 10. Suspension or Revocation. 
The said Board may suspend or revoke 
any certificate of registration for any of 
the following reasons: (a) the revocation 
or suspension of the license to practice 
medicine of any officer, director, share- 
holder or employee not promptly re- 
moved or discharged by the corpora- 
tion; (b) unethical professional conduct 
on the part of any officer, director, share- 
holder or employee not promptly re- 
moved or discharged by the corporation; 
(c) the death of the last remaining share- 
holder; (d) or upon finding that the 
holder of a certificate has failed to 
comply with the provisions of this act 
or the regulations prescribed by the 
Board. 

Section. 11. Notice of Suspension or 
Revocation. Before any certificate of 
registration is suspended or revoked, the 
holder shall be given written notice of 
the proposed action and the reasons 
therefor, and shall be given a public 
hearing by the said Board with the right 
to produce testimony concerning the 
charges made. The notice shall also state 


the place and date of the hearing which 
shall be at least five days after service of 
said notice. 

Section. 12. Any corporation whose 
application for a certificate of registra- 
tion has been denied or whose registra- 
tion has been suspended or revoked may, 
within thirty days after notice of such 
action by the Board, appeal to the circuit 
court of the county where such corpora- 
tion has its principal place of business, 
The court shall inquire into the cause of 
the Board’s action and may affirm or re- 
verse such decision and order a further 
hearing by the Board, or may order the 
Board to grant appellant a certificate of 
registration. 

Section 13. Notice of Appeal. Notice 
of appeal shall be served upon any mem- 
ber of the Board by leaving with such 
member, or at his usual place of abode, 
an attested copy thereof within thirty 
days after the Board has notified such 
appellant of its decision. 

Section 14. Participants. All of the 
officers, directors and shareholders of a 
corporation subject to this act shall at all 
times be persons licensed pursuant to the 
Medical Practice Act. No person who is 
not so licensed shall have any part in the 
ownership, management, or control of 
such corporation, nor may any proxy to 
vote any shares of such corporation be 
given to a person who is not so licensed. 

Section 15. Physician-Patient Relation- 
ship. This act does not alter any law ap- 
plicable to the relationship between a 
physician furnishing medical service and 
a person receiving such service, including 
liability arising out of such service. 

Section 16. Employees. Each _indi- 
vidual employee licensed pursuant to 
the Medical Practice Act who is em- 
ployed by a corporation subject to this 
act shall remain subject to reprimand or 
discipline for his conduct under the pro- 
visions of the Medical Practice Act. 

Section 17. Death or Disqualification 
of Shareholder. If the articles of incorpo- 
ration subject to this act fail to state a 
price or method of determining a fixed 
price at which the corporation or its 
shareholders may purchase the shares of 
a deceased shareholder or a shareholder 
no longer qualified to own shares in the 
corporation, then the price for such shares 
shall be the book value as of the end of 
the month immediately preceding the 
death or disqualification of the share- 
holder. Book value shall be determined 
from the books and records of the cor- 
poration in accordance with the regular 
method of accounting used by the corpo- 
ration. 

Section 18. Severability. If any pro- 
vision of this act or the application there- 
of to any person or circumstances is in- 
valid, such invalidity shall not affect 
other provisions or applications of this 
act which can be given effect without 
the invalid provision or application, and 
to this end the provisions of this act are 
declared to be severable. 


Approved, February 24, 1961 


COUNCIL ON FEDERAL HEALTH PROGRAMS 


Dr. Denslow appears before 
Senate Subcommittee 


> Dr. J. S. Denslow, Kirksville, 
Missouri, appeared on May 3 be- 
fore the Subcommittee on Health 
of the Committee on Labor and 
Public Welfare of the United States 
Senate. 

His appearance before the Sub- 
committee was to state the view of 
the American Association of Osteo- 
pathic Colleges on S. 1072, the 
Health Professions Educational As- 
sistance Act of 1961. His statement 
follows: 


I am Dr. J. S. Denslow, member of 
the faculty and director of research af- 
fairs, Kirksville College of Osteopathy 
and Surgery, and secretary of the Ameri- 
can Association of Osteopathic Colleges. 

On behalf of the association, may I 
express our appreciation for this oppor- 
tunity of bringing to you our views on 
this most important bill, S. 1072, the 
Health Professions Educational Assist- 
ance Act of 1961. 

This bill is directed toward increasing 
the nation’s supply of physicians, den- 
tists, and public health specialists. It 
amends the Public Health Service Act to 
include a 10-year program of matching 
construction grants for new schools or 
for major expansion of existing schools 
of medicine, dentistry, osteopathy, and 
public health, and for renovation and re- 
placement of existing teaching facilities 
at those schools. The program also au- 
thorizes Federal grants to accredited 
schools of medicine, osteopathy or den- 
tistry, to be used by the schools to make 
scholarship awards to talented students 
on the basis of need for financial assist- 
ance in pursuing a course of study at the 
school. In order to aid the schools to 
meet part of the instructional costs of 
these students, each school would receive 
additional grants. 

There are six colleges of osteonathy 
and surgery in the United States. All are 
private nonprofit tax-exempt institutions. 
Two are located in Missouri and one each 
is located in Iowa, Illinois, Pennsylvania, 
and California. No new osteopathic col- 
lege has been established since 1916. The 
association does, however, have a com- 
mittee on location of osteopathic colleges. 

In 1960-61, 496 first-year students were 
enrolled. These were culled from 2,240 
applications by 1,768 applicants. The 
overall preprofessional scholastic average 
of the entering classes was 1.68, or a B 


JOURNAL A.O.A., VOL. 60, JUNE 196! 


average. The freshmen enrollment is 
twenty-four below the first-year student 
capacity of 520. 

If Federal funds are made available on 
a matching basis for construction of edu- 
cational facilities as proposed in this bill, 
present plans of the colleges for expan- 
sion of facilities could increase the fresh- 
men capacity to 630, or by 20 per cent. 

The six osteopathic colleges require 
a minimum of 3 years of preprofessional 


Address communications to the 
A.O.A. Council on 
Federal Health Programs 
1757 K Street, N.W. 
Washington, D.C. 


study in an approved college or univer- 
sity. Of the 496 freshmen enrolled in the 
fall of 1960, 352, or 71 per cent, had 
baccalaureate or advanced degrees. Oth- 
ers obtained B.A. or B.S. degrees after 
completing the first year at an osteo- 
pathic college under combined degree 
agreements with various undergraduate 
colleges and universities. 

The 496 first-year students enrolled in 
1960 obtained their preprofessional work 
in 212 colleges in forty states. Geo- 
graphic distribution of the entire osteo- 
pathic predoctorate 1960-61 enrollment 
shows the students derived from forty- 
eight states, Mississippi and Nevada be- 
ing the only states not represented at this 
time. 

The standard curriculum of the oste- 
opathic college requires at least 5,000 
hours of professional instruction distrib- 
uted over 4 college years. Upon gradua- 
tion, the degree of doctor of osteopathy 
(D.O.) is conferred. The graduate then 
begins an internship of 12 to 24 months 
in one of niney-seven hospitals approved 
for intern training by the American Oste- 
opathic Association. Five hundred and 
eighty-six internships are available, of 
which eighty-five are vacant. After in- 
ternship, an increasing number of gradu- 
ates enter on 3-year terms of residency 
training in approved residency training 
hospitals, followed by 2 years of specialty 
practice preparatory to examination for 
certification by specialty boards in such 
specialties as internal medicine, surgery, 
radiology, obstetrics, gynecology, pedi- 
atrics, and pathology. Sixty-eight hospi- 
tals are approved for residency training 
by the American Osteopathic Association. 
Four hundred and thirty-two residencies 


are available, of which ninety-two are 
vacant. 

Doctors of osteopathy are engaged in 
the legalized practice of their profession 
in all states. In thirty-eight states and the 
District of Columbia, most doctors of 
osteopathy practice under unlimited li- 
censes. The licensure laws in the remain- 
ing states have not kept pace with ad- 
vancements in the training and practice 
of physicians of the osteopathic school of 
medicine. 

In the fall of 1958, the Surgeon Gen- 
eral of the Public Health Service invited 
a group of twenty-two national leaders 
in medicine, education, and public affairs 
to serve as a consultant group to the 
Public Health Service on medical educa- 
tion, and specifically to consider the 
question: How shall the nation be sup- 
plied with adequate numbers of well 
qualified physicians? Dr. Morris Thomp- 
son, president of the Kirksville College of 
Osteopathy and Surgery, had the honor 
of serving as a member of the group. In 
September, 1959, the Surgeon General’s 
Consultant Group on Medical Education 
made its report, under the caption, “Phy- 
sicians for a Growing America.” The re- 
port points out that in the United States 
in 1959 there were “some 235,000 doc- 
tors of medicine and 14,000 doctors of 
osteopathy for a population of 177 mil- 
lion people, or 141 physicians per 100,- 
000 ” 


The report then states: “The consult- 
ant group considers the maintenance of 
the present ratio of physicians to popula- 
tion a minimum essential to protect the 
health of the people of the United States. 
To achieve this, the number of physicians 
graduated annually by schools of medi- 
cine and osteopathy must be increased 
from the present 7,400 a year to some 
11,000 by 1975—an increase of 3,600 
graduates.” 

According to the consultant group, the 
nation’s physician supply will continue to 
lag behind the needs created by increas- 
ing population unless the Federal Gov- 
ernment makes an emergency financial 
contribution on a matching basis toward 
the construction of medical school fa- 
cilities. 

State and local appropriations in 1958 
met 70 per cent of the operating ex- 
penses of public medical schools, the re- 
maining 30 per cent being made up of 
tuition and fees, gifts and grants, and 
Federal training funds. The forty-five 
private medical schools and the six oste- 
opathic colleges were principally depend- 
ent on tuition and fees, gifts and grants, 
Federal training funds, and Federal grants 
for emphasized teaching in heart diseases, 
cancer, and mental health, and reim- 
bursement for patient care. 

One of the osteopathic colleges, the 
Philadelphia College of Osteopathy has, 
since 1955, received some $100,000 an- 
nually from state appropriations for in- 
structional grants to medical institutions 
in the state. Pennsylvania is also pro- 
viding $1 million for provision of a new 
teaching hospital for the college. 

In 1958, the six osteopathic colleges 
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On meeting program—From left, E. L. Herbert, executive secretary of the American 
Osteopathic Hospital Association, Patricia A. Guinand, secretary, A.O.A. Bureau of 
Hospitals, and Milton McKay, A.O.A. general counsel, were speakers at the Medical 
Records Librarian School, held recently in Central Office, Chicago. 


spent $6.8 million for basic operations. 
Only $1.4 million, or 21 per cent, came 
from tuition and fees. Gifts and grants, 
and deficit financing supplied the rest. 

The profession recognizes a continuing 
responsibility to the colleges. During the 
past 15 years doctors of osteopathy have 
contributed some $8 million to osteo- 
pathic education and research. Twenty- 
two state societies covering 80 per cent 
of the profession annually contribute di- 
rectly through a_ support-through-dues 
program. In 1960, the profession con- 
tributed over $1 million. 

Every effort is being made on the part 
of the colleges and the American Oste- 
opathic Association to obtain funds from 
private sources for proper maintenance of 
these institutions for the training of phy- 
sicians (D.O.). 

In recommending a 10-year program 
of Federal grants on a matching basis for 
the construction of medical teaching fa- 
cilities, the Surgeon General’s Consultant 
Group on Medical Education pointed out 
that only with such Federal stimulus will 
adequate funds become available for 
needed construction. 

There is abundant evidence of a cata- 
lytic effect of the availability of Federal 
matching funds. The Kirksville College of 
Osteopathy and Surgery was enabled to 
match Hill-Burton funds to build a new 
teaching hospital. The availability of 
Hill-Burton funds aided the Kansas City 
College of Osteopathy and Surgery in 
obtaining matching funds for construction 
of a diagnostic and treatment facility, 
and assisted the College of Osteopathic 
Physicians and Surgeons at Los Angeles 
in obtaining matching funds for con- 
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struction of a rehabilitation facility. More 
recently, the college at Los Angeles re- 
ceived an award under the Health Re- 
search Facilities Act for construction of a 
research facility, and the Chicago College 
of Osteopathy has received an award un- 
der that act for procurement of research 
equipment. 

The osteopathic colleges cannot ade- 
quately meet their needs for construction 
of teaching facilities without additional 
assistance. Much of our teaching activi- 
ties are in overcrowded and obsolescent 
buildings. We endorse the report of the 
Surgeon General’s Consultant Group on 
Medical Education calling for Federal 
assistance for construction of such teach- 
ing facilities, and we favor enactment of 
S. 1072 for the purpose. 

According to the Surgeon General's 
Consultant Group, “there must be some 
12,000 admissions to schools of medicine 
and osteopathy in 1971” if the “minimum 
goal of 11,000 physician-graduates a year 
by 1975” is to be met. Two major pro- 
grams were recommended: 

1. Adequate expansion of teaching fa- 
cilities. 

2. Increase in funds available to make 
it possible to finance a medical education. 

The average cost of tuition and fees, 
room and board, and other school and 
living expenses to the student for 4 years 
of osteopathic college is about $10,000. 
The student has already spent from 
$5,500 to $7,000 on preprofessional col- 
lege training. 

The American Osteopathic Association 
student loan program makes low-interest 
loans of $750 or less to junior and senior 
students for repayment after graduation. 


More than $300,000 in such loans is cur. 
rently outstanding. The Auxiliary to the 
American Osteopathic Association each 
year offers freshman students 12 scholar- 
ships of $1,500 each. Some grants and 
loans are furnished by state and local 
societies. Pharmaceutical houses and other 
donors are offering increasing amounts 
for student assistance. The National De- 
fense Education Act program is also 
helpful. But the demand for assistance 
far exceeds the supply. 

As has already been pointed out, 1,768 
applicants in 1960-61 met minimum re- 
quirements for admission, yet there were 
not enough acceptable applicants to fill 
the freshmen capacity of 520. This was 
because quality is and must remain the 
paramount consideration. Federal scholar- 
ship aid is needed to increase the pool of 
available superior students. 

If Federal funds are made available 
for student scholarships as proposed in 
S. 1072, more students of superior qual- 
ity will be attracted to the schools, and 
the rate of attrition and last minute can- 
cellations, most of which are due to fi- 
nancial reasons, should be sharply re- 
duced. 

The cost of education payments to 
schools which receive the scholarship 
grants, as proposed under S. 1072, will 
greatly assist efforts in our colleges to 
stabilize operating budgets. This is essen- 
tial to improvement and maintenance of 
high quality instruction. 

We believe that the provision against 
interference with the administration of 
institutions, contained in the proposed 
Section 726, applicable to the construc- 
tion grant, Part B, should also be made 
applicable to the scholarships and cost of 
education payments, Part C. 

We endorse the provision of the bill 
calling for consultation and coordination 
between the National Advisory Council 
on Health Research Facilities and the 
proposed National Advisory Council on 
Education for Health Professions. Indeed, 
a single national advisory council might 
possibly serve for all the programs under 
the amended Title VII, Health Research 
and Teaching Facilities and Training of 
Professional Health Personnel. 

We support Section 3 of S. 1072 which 
proposes extension and expansion of the 
Health Research Facilities Program. More 
of our colleges would have been able to 
participate in the program if matching 
funds could have been made available 
for facilities used both for teaching and 
for research. Of course, if both Sections 
2 and 3 of S. 1072 are enacted in their 
present form, that will no longer be a 
problem. 

We wish to commend this Committee 
for its leadership in the enactment of the 
institutional research grants program last 
year, Public Law 86-798, and we hope 
for its early implementation. The research 
potential of our colleges has been ad- 
vanced materially by the research train- 
ing grants and research project grants re- 
ceived from the National Institutes of 
Health. 
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This section is published monthly to inform the practicing physician about new drug products and medical equipment 


made available on the market. It is a reference section prepared by Tue Journau from descriptive material furnished 


by ethica 
ucts nor 


convenient form. 


BONADOXIN® 
INTRAMUSCULAR SOLUTION 


Chemistry e Bonadoxin is a com- 
bination of meclizine and pyridox- 
ine; in its new injectable form, each 
l-cc. ampule contains the equiva- 
lent of 25 mg. of meclizine hydro- 
chloride and 50 mg. of pyridoxine 
hydrochloride, with Xylocaine 
(brand of lidocaine), benzyl alco- 
hol, and citric acid. 
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Pharmacodynamics e Bonadoxin 
is an antiemetic agent which has 
previously been available in the 
form of tablets or drops. In the 
intramuscular solution, the Xylo- 
caine content provides local anes- 
thesia; the benzyl alcohol is added 
for stability and citric acid for buf- 
fering. Administration by injection 
results in rapid action of the drug, 
with long-lasting effects. 


Toxicology e The incidence of 
undesirable side reactions is re- 
ported to be low. Although drowsi- 
ness does not often occur, the phy- 
sician should alert the patient to 
the possibility of its occurrence. 


Indications Bonadoxin Intramus- 
cular Solution is indicated for the 
treatment of nausea and vomiting 
encountered postoperatively, dur- 
ing pregnancy, or following radia- 
tion treatment for patients who 
may find it difficult to take the 


1 manufacturers. The American Osteopathic Association does not necessarily advocate the use of these prod- 
disapprove any product not included. The purpose of the section is to provide trustworthy information in a 


tablets or drops. The drug protects 
against vertigo, nausea, vomiting, 
atherosclerotic dizziness, infant 
colic, and pylorospasm. 


Contraindications e There are no 
known contraindications to Bona- 
doxin therapy. 


Dosage schedule « In treating 
adults, one to four ampules of 
Bonadoxin Intramuscular Solution 
should be given daily, depending 
on the severity of the condition. A 
single dose may be effective for 
12 to 24 hours. 


How supplied e The ampules are 
supplied in packages of five each, 
shipped in rondo-pack cartons. No 
expiration date is required. 


Manufacturer e J. B. Roerig and 
Company, Division Chas. Pfizer & 
Co., Inc., 800 Second Avenue, New 
York 17, New York. 
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SEBICAL'"™ CREAM 
AND SHAMPOO 


Chemistry ¢ Sebical Cream is com- 
posed of allantoin 2 per cent, hexa- 
chlorophene 1 per cent, and special 
coal tar extract 2 per cent, in a 
special penetrating and nonstaining 
base. Sebical Shampoo contains al- 
lantoin 0.2 per cent, hexachloro- 
phene 1 per cent, and special coal 
tar extract 5 per cent, especially 
formulated in a detergent base. 


Pharmacodynamics e Sebical 
Cream and Shampoo are designed 
to combat scalp seborrheas. The 
coal tar extract promotes antipru- 
ritic and anti-inflammatory kerato- 
plastic effects; allantoin provides 
kerato-dispersing and healing prop- 
erties; hexachlorophene serves as 
a broad-spectrum antimicrobial 
agent. In clinical use, the prepara- 


tions reduce itching, stimulate 
growth of healthy tissue, help dis- 
perse and remove scales, and help 
clear and prevent secondary infec- 
tion. 


Toxicology ¢ No toxic reactions or 
side effects have been reported. 


Indications e Sebical Cream and 
Shampoo are useful in the treat- 
ment of cradle cap, dandruff, and 
other scalp seborrheas, as well as 
in similar conditions affecting the 
eyebrows, ears, forehead, or other 
glabrous areas. 


Contraindications No contrain- 
dications to the use of Sebical prep- 
arations have been reported. 


Dosage schedule e Sebical Cream 
is applied two or three times daily 
and massaged thoroughly into af- 


ected areas. In cases of dandruff, 
one daily application usually suf- 
fices. The scalp is cleaned with 
Sebical Shampoo whenever neces- 
sary. The shampoo also may be 
used routinely twice weekly for 
scalp care in cases of dandruff, or 
daily for scalp seborrhea of a more 
severe type. The use of the sham- 
poo along with the cream assures 
uninterrupted therapy. 


How supplied e Sebical Cream 
and Sebical Shampoo are each sup- 
plied in tubes containing 2 ounces. 


Manufacturer e Reed & Carnrick, 
Kenilworth, New Jersey. 


References ¢ Karel, J. R., and 
Najmabadi, A., Arch. Pediat. 77:94- 
98, 1960. Milberg, I. L., Clin. Med. 
7:1379-1382, 1960. 
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FERRO-SEQUELS® 


Chemistry ¢ In Ferro-Sequels, 
each sustained-release capsule con- 
tains 150 mg. of ferrous fumarate, 
an anhydrous iron salt, and 100 
mg. of dioctyl sodium sulfosucci- 
nate, a fecal softener; the amount 
of ferrous fumarate is equal to 
about 50 mg. of elemental iron. 


Pharmacodynamics e With this rs 
medication for iron deficiency, vary- | : 
ing amounts of iron are timed to 
be available approximately at the 
sites of optimal absorption. Most 
of the iron is released in the duo- 
denum-jejunum, some in the ileum. 
Thus the possibility of irritation by 
excessive concentration of iron at 
any point is reduced. The dioctyl 
sodium sulfosuccinate content helps 
soften stools for easier elimination. 


Indications e Ferro-Sequels are 
indicated for the prevention and 
treatment of hypochromic micro- 
cytic anemia caused by iron de- 
ficiency. 


Contraindications e The drug is 
contraindicated in peptic ulcer, re- 
gional enteritis, and ulcerative co- 
litis. 


Dosage schedule e The recom- 
mended daily dosage for adults is 
one or two capsules. 


How supplied e Ferro-Sequels are 
available in bottles of 30 capsules. 


Manufacturer e Lederle Labora- 
tories, Pearl River, New York. 
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TRIB™: VAGINAL 
SUPPOSITORIES 


Source e The active agent in Trib 
Vaginal Suppositories is Triburon 
Chloride, a synthetic microbicidal 
agent which is one of a series of 
bisquaternary diamines derived 
from beta-ionone and its analogues. 

Chemistry e Triburon is a brand 
of triclobisonium chloride, with the 
chemical formula N,N’-bis [1-meth- 
yl-3- (2,2,6-trimethylcyclohexy])- 
propyl ]-N, N’-dimethyl-1,6-hexa- 
nediamine bis (methochloride). 
Trib Vaginal Suppositories contain 
a 0.1 per cent concentration of 
Triburon Chloride in a water-dis- 
persible, hydrophilic base that melts 
at body temperature. 


Pharmacodynamics e¢ Triburon 


Chloride is effective against most 
pathogens found in the vaginal 
tract. It is highly active against 
cocci, Trichomonas vaginalis, and 
Hemophilus vaginalis, and moder- 
ately active against Candida albi- 
cans. Virulent and resistant strains 
of streptococci and staphylococci, 
including phage group 80/81, have 
been found sensitive to Triburon. 
In vivo comparisons demonstrated 
that Triburon was more potent 
against Streptococcus pyogenes and 
Staphylococcus aureus than anti- 
biotic agents and _ nitrofurazone. 
Triburon does not readily cause 
the emergence of resistant strains. 
Not an antibiotic agent, Triburon 
is unlikely to disrupt normal vaginal 
ecology or cause bacterial over- 
growth and secondary infections. 
The self-emulsifying base of the 
suppositories permits optimal dis- 


persion and prolonged retention, 
even in the presence of profuse 
discharge. 


Toxicology ¢ Clinical studies with 
Triburon Chloride have demon- 
strated that it is not a primary ir- 
ritant, and Trib Vaginal Supposi- 
tories have been found virtually 
nonsensitizing and nonirritating. 
Transient burning has been re- 
ported in less than 1 per cent of 
cases. 


Indications e Trib Vaginal Sup- 
positories are indicated in vulvitis, 
vaginitis, and related gynecologic 
conditions caused by Trichomonas 
vaginalis, Candida albicans, and 
Hemophilus vaginalis, in infections 
due to antibiotic-resistant strains 
of streptococci and staphylococci, 
and in mixed infections. The sup- 


positories are also indicated for 
preoperative, postoperative, and 
postpartum use, and after such 
procedures as cauterization, coniza- 
tion, and irradiation. For control of 
secondary infections in senile vagi- 
nitis, the suppository should be 
used in conjunction with specific 
estrogen therapy. 


Contraindications e If evidence 
of sensitization appears, therapy 
should be discontinued. 


Dosage schedule e One supposi- 
tory is inserted into the vagina 
every morning and night for 2 
weeks. The course may be repeated 
if necessary, and may be continued 
during menstruation or pregnancy. 


How supplied e Trib Vaginal Sup- 
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positories are available in boxes of 
24, with a reusable plastic appli- 
cator. 


Manufacturer e Roche Labora- 
tories, Division of Hoffmann-La 
Roche Inc., Nutley 10, New Jersey. 


References e Fromhagen, C., J. 
New Drugs 1:1, 1960. DeMetry, J. 
P., and Hansen, R. R., Obst. & 
Gynec. 16:189, 1960. Mulla. N., and 
McDonough, J. J., Ann. New York 
Acad. Sci. 82: (Art. 1) 182, 1959. 
Savel, L. E., and others, ibid., p. 
186. Offen, J. A., and Ferguson, J. 
H., Obst. & Gynec. 15:396, 1960. 
Schnitzer, R. J., and others, Anti- 
biotics & Chemother. 9:267, 1959. 
Svenson, S. E., Current Therap. 
Res. 2:161, 1960. Barr, F. S., and 
Brent, B. J., Antibiotics & Chemo- 
ther. 10:637, 1960. 
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ISUPREL® COMPOUND ELIXIR 


Chemistry e Isuprel Compound 
Elixir combines Luminal (brand of 
phenobarbital), 6 mg.; Isuprel 
(brand of isoproterenol) hydro- 
chloride, 2.5 mg.; ephedrine sulfate, 
12 mg.; theophylline, 45 mg.; potas- 
sium iodide, 150 mg.; and alcohol, 
19 per cent. The liquid is flavored 
with vanilla and is moderately 
sweet. 


Pharmacodynamics e Isuprel hy- 
drochloride is a sympathomimetic 
amine that dilates the bronchial 
tubes and shrinks swollen mucous 
membranes. Ephedrine is similar 
to Isuprel in physiologic character- 
istics and in addition provides pro- 
longed action. Theophylline also 
provides bronchodilating action, 
and a slight stimulating effect on 
the central nervous system. Luminal 
exerts a mild sedative effect which 
tends to allay anxiety and tension 
and provide some antagonism to 
the possible adverse effect of the 
adrenergic medication. Potassium 
iodide is an expectorant specifically 
useful in relieving the cough asso- 
ciated with the dry type of chronic 
bronchitis or bronchial asthma. 
Thus Isuprel Compound Elixir is 
a balanced expectorant bronchodi- 
lator for the prophylaxis and treat- 
ment of bronchial asthma attacks, 
allergic coughs, and bronchitis. 


Toxicology e Although Isuprel 
Compound Elixir has been well 
tolerated, symptoms of adrenergic 
overstimulation such as tachycardia 
or nervousness may occur, in 


which case the preparation should 
be temporarily discontinued and 
administered later at a lower dos- 
age. The dosage must be carefully 
adjusted in patients with hyper- 
thyroidism, acute coronary disease, 
cardiac asthma, and limited cardiac 
reserve, and in patients sensitive 
to sympathomimetic amines, since 
overdosage may result in tachycar- 
dia, palpitation, nausea, headache, 
or other epinephrinelike side effects. 


Indications e Isuprel Compound 
Elixir is indicated for the manage- 
ment of patients with asthma, aller- 
gic coughs, and the chronic bron- 
chitis frequently associated with 
these respiratory disorders. 


Contraindications e The drug 
should not be given to patients 
with known intolerance to iodides. 


Dosage schedule e For children, a 
dose of 1 to 3 teaspoons (5 to 15 
ce.) three times daily should be 
administered as needed to control 
symptoms. For adults the dose is 
1 or 2 tablespoons (15 to 30 cc.) 
three or four times daily. Since the 
severity of the disorder and the 
response of the patient will vary, 
the dose should be adjusted to 
individual needs. 


How supplied e Isuprel Compound 
Elixir is available in bottles of 16 
fluidounces and 1 gallon. 


Manufacturer e Winthrop Labora- 
tories, 1450 Broadway, New York 
18, New York. 
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TRULIFE® ARTIFICIAL 
BREAST 


Description e The Trulife Artificial 
Breast (Patent No. 2,543,499) is 
said to incorporate a new approach 
to the problem of restoring natural 
appearance and sensation for the 
mastectomy patient. In addition to 
its close physical resemblance to 
the true breast, the prosthesis simu- 
lates the actual movement of a 
breast as the wearer performs phys- 
ical activities. The effect is achieved 
by two special features: the shaped 
base of soft, pliable plastic foam, 
and the thin plastic shell into which 
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a measured volume of self-sealing 
liquid is injected. The amount of 
liquid injected varies according to 
the size and shape ultimately de- 
sired. In the last step of construc- 
tion, all air remaining in the shell 
is evacuated, creating a vacuum 
that allows free, silent movement 
of the liquid sealed within. The 
form is then enclosed in a rayon 
cover, to be inserted in a pocket 
in any type of brassiere. The prod- 
uct has been thoroughly tested with 
respect to both physical and emo- 
tional response of the patient. Tests 
of wearability have led to the prod- 
uct’s being guaranteed for 1 year; 


SOFT PLASTIC SHELL 


SELF-SEALING LIQUID 


it is anticipated that a year repre- 
sents the minimum life of the prod- 
uct if normal care is exercised. 


How supplied e The Trulife breast 
prosthesis is available in brassiere- 
sizes A, B, C, and D. Variations in 
the amount of liquid incorporated 
in each of the four basic sizes pro- 
vide nine different weights and en- 
able accurate matching throughout 
a brassiere range from 32A through 
42D. 


Manufacturer e S. H. Camp and 
Company, Jackson, Michigan. 
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Viral infection: a possible cause 
of sudden, unexpected death in infants 


> Evidence that viral infection may be an im- 
portant cause of sudden death in infants is reported 
by Eli Gold, M.D., David H. Carver, M.D., Han- 
nelore Heineberg, M.D., Lester Adelson, M.D., and 
Frederick C. Robbins, M.D., in The New England 
Journal of Medicine, January 12, 1961. Although the 
possibility of bacterial infection in such cases has 
been carefully investigated, little has been done 
with modern technics for isolating viruses from 
the tissues. The authors’ study was based on the 
assumption that considerable multiplication of virus 
occurs within the body during the incubation 
period, and that in a peculiarly susceptible host 
death might occur before any clear manifestations 
of the infection appeared. Although this hypothesis 
was not entirely confirmed by the results of the 
study, viruses were detected in enough cases to 
suggest that such infections may be important fac- 
tors in unexplained deaths; failure to demonstrate 
viruses in more cases may have been due to tech- 
nical limitations. 

The study included 48 cases in which autopsy 
specimens were immediately available. More than 
half of the infants were 3 months old or less at 
the time of death. None of the families or children 
in the study had had contact with each other, nor 
was there evidence of a common source of infec- 
tion. Most of the children had received adequate 
neonatal medical care. The attempt to isolate vi- 
ruses from autopsy specimens resulted in the de- 
tection of enteroviruses in 12 cases. In 5, the virus 
was isolated from stool or pharynx, and in 7 from 
central-nervous-system tissues. Of particular interest 
was the preponderance of Group A Coxsackie vi- 
ruses, which were implicated in 10 of the 12 cases. 
This finding raises questions concerning the patho- 
genesis of enterovirus infection and suggests that 
the central nervous systems of infants are more 
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often involved than might have been suspected. 

It is emphasized that the results as a whole 
merely suggest the possibility that viral infection 
is the cause of sudden and unexpected deaths in 
infants and indicate that additional studies designed 
to reveal the presence of a wider variety of viruses 
must be conducted. In studies such as the one re- 
ported, negative findings can seldom be conclusive 
because of the multiplicity of isolation technics that 
should be used if all possible viral agents are to be 
sought. Also there is always the possibility that 
the agent is one which cannot be detected by any 
of the current methods. 


Early diagnosis of prostatic malignancy 
by the use of P*2 


> A new approach to the diagnosis of early pros- 
tatic malignant neoplasms using radioactive phos- 
phorus is described by Marvin E. Haskin, M.D., 
Milton L. Wagner, M.D., Milton Ivker, M.D., and 
Bernard P. Widmann, M.D., in The American 
Journal of Roentgenology, Radium Therapy, and 
Nuclear Medicine, January 1961. For this study, 29 
consecutive patients admitted to the genitourinary 
ward for procedures involving biopsy or section of 
the prostate gland were selected. Intravenous in- 
jections of P32 were given in a dosage comparable 
to that previously reported in studies of eye and 
breast lesions. A Selverstone-type brain probe at- 
tached to a count rate meter was used. By means 
of the probe, each quadrant of the gland was 
scanned separately and the count recorded when 
the rate meter gave a constant reading of double the 
time constant selected, 20 seconds. Normal tissue 
must be present for this test to be valid, since there 
can be no absolute values to indicate malignancy; 
each individual thus serves as his own control. In 
this series the microscopic report confirmed the 
scanning interpretation in every case. On the basis 
of count rates the cases were classified as benign 
and malignant, and microscopy revealed no sig- 
nificant differences suggesting diagnostic error. On 
the basis of variance analysis the intrinsic variabili- 
ty of the benign and malignant groups was then 
compared, and was found to be six times as high 
in the malignant group as in the benign. 

If there is no normal tissue present, malignancy 
cannot be diagnosed by this means; nodules, how- 
ever, are ideal for such evaluation. In this study 


the most reproducible and reliable results were 
obtained in the 24- to 48-hour period after infection 
of P32. Two major limiting factors in this test were 
identified: First, the test is inherently limited by 
the range of the P%2 beta rays in tissue; the lesion 
must be within 5 to 6 mm. of the examining finger 
and probe. The second difficulty arises from the 
design of the probe used. The accuracy and relia- 
bility of this test should be greatly enhanced by 
a specially designed probe with a pancake-type 
tip, sensitive in only one plane and having a high 
sensitivity in the beta range of P52, Although further 
experience is needed, it is felt that the test is 
potentially an accurate, simple, and reliable diag- 
nostic aid which should prove valuable in the 
heretofore extremely difficult problem of detecting 
early prostatic malignant tumors. 


Current concepts in the management 
of intestinal obstruction 


> Intestinal obstruction continues to be one of 
the most common and most dangerous conditions 
associated with abdominal surgery, according to a 
report by Donald B. Shahon, M.D., in Postgraduate 
Medicine, March 1961. Delay in diagnosis, along 
with inadequate or improper treatment, may lead 
to serious or even disastrous consequences. The 
obstruction may be due to a mechanical process, 
paralytic ileus (inhibitory or adynamic), spastic 
ileus (dynamic), or vascular changes. Vascular 
obstruction is most difficult to manage. 

It is necessary to distinguish between obstruc- 
tions of the small bowel and of the large bowel, 
and it is extremely important to differentiate be- 
tween strangulating and simple obstructions. Stran- 
gulation leads to gross gangrene of the affected 
intestine, with subsequent perforation, peritonitis, 
and death. The surgeon must constantly keep in 
mind the risk of strangulation in every case of 
mechanical intestinal obstruction. The chief symp- 
toms of obstruction are cramping abdominal pain, 
frequent vomiting, and distention. X-ray is the best 
means of locating the obstruction; if there is no 
gas in the colon, the obstruction is complete. A 
constant finding is an increase in peristaltic sounds. 
The advent of strangulation brings dramatic changes 
that are clear to auscultation and palpation; signifi- 
cant leukocytosis also appears. The most reliable 
sign of strangulation, however, is abdominal tender- 
ness. Oral administration of barium and the use of 
cathartics and morphine are extremely dangerous 
and should be avoided. The treatment of mechani- 
cal obstruction is primarily surgical; however, in- 
testinal decompression and parenteral replacement 
therapy are vital supportive measures. In restoring 
physiologic continuity to the bowel, the surgeon 
should be concerned with preventing recurrences 
of obstruction. 

Postsurgical inhibitory ileus is best managed by 
prevention; it is much easier to prevent distention, 
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by postoperative intubation, than to relieve it. The 
severe form accompanying bacterial or chemical 
peritonitis is treated in relation to the primary dis- 
ease; gastrointestinal intubation, antibiotic agents, 
and blood and plasma are also used. Spastic ileus 
usually arises in neurasthenia and hysteria, and a 
test with atropine or some other antispasmodic 
agent may aid in differentiation. Other causes may 
be active, however, including lead poisoning, 
trauma, foreign bodies, worms, ulcers, renal colic, 
and infectious fevers. 

Vascular obstruction is a relatively infrequent 
condition usually caused by occlusion of the su- 
perior mesenteric artery. The onset may be insidi- 
ous and mild, or sudden and catastrophic. The 
symptoms are quite atypical, and the condition is 
seldom diagnosed before operation. One should 
suspect vascular obstruction, however, if the x-ray 
shows no gas in the abdominal area or if there 
appears to be a quantity of fluid in the peritoneal 
cavity. 

The discovery of antibiotics, development of im- 
proved surgical technics, and refinements in anes- 
thesia have helped to reduce the mortality rate in 
intestinal obstruction from 40 per cent to 10 per 
cent in the last 25 years, but the chief factors 
responsible have been (1) decompression devices 
to prevent and correct intestinal distention, and 
(2) more effective replacement therapy resulting 
from constantly increasing knowledge of fluid and 
electrolyte balance. Nevertheless, the fact that 10 
per cent of patients with intestinal obstruction still 
die as a result of the disease is evidence of the 
critical dangers. 


A new nasal anesthesia mask 
specially designed for oral 
surgical procedures 


> A device that facilitates inhalation anesthesia in 
oral surgery is described by Arthur H. Bulbulian, 
D.D.S., R. Quentin Royer, D.D.S., and Charles J. 
Restall, M.D., in the Proceedings of the Staff Meet- 
ings of The Mayo Clinic, March 1, 1961. Because 
of the difficulties associated with older-style nasal 
masks, anesthetists have sometimes had to rely 
solely on intravenous anesthesia when their first 
choice might have been a combination of intrave- 
nous agents with inhalation agents. To overcome 
the difficulties it was essential that a newly designed 
mask should: (1) lend itself to quick application to 
the patient’s nose with minimal manipulation and 
discomfort, (2) be self-fitting, almost self-retaining, 
and not dependent on excessive external pressure 
for effective sealing, (3) present the smallest possible 
area to peripheral facial contact, especially along 
the upper lip, (4) resist displacement during surgical 
procedures in the oral cavity, and (5) offer enough 
passageway for the free flow of gases. The chief 
feature of the new mask is that it takes full advan- 
tage of the characteristic anatomic contour of the 
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nasal vestibules. It was found that a pair of tubular 
plugs shaped to reproduce the structure of the 
normal nasal vestibules could provide efficient func- 
tioning, effective seal, adequate retention, and com- 
fort for the patient. Since the edges of the outer 
mask need not function as a seal, the areas in con- 
tact with the face can be made as narrow as 
desired, resulting in free mobility of the upper lip. 
Although the new design is quite suitable for rigid 
materials, it was found that a flexible material such 
as prevulcanized latex eliminates the need for many 
sizes; in the authors’ experience, a small and a large 
size have been sufficient to accommodate most 
patients. 

Although the device was originally designed for 
the administration of anesthetic gases for oral sur- 
gical procedures, it can readily be applied also in 
the field of inhalation therapy where comfort, ease 
of retention, and effective seal are important. 


Some heritable causes of 
gastrointestinal disease 


> Recurrent gastrointestinal bleeding of uncertain 
origin is emphasized in a discussion of heritable 
diseases published by Keith A. Manley, M.R.C.P., 
and Alan P. Skyring, M.R.A.C.P., in the Archives 
of Internal Medicine, February 1961. Although 
instances of diseases with a clearly defined pattern 
of inheritance are rare, as a group they make up 
an appreciable proportion of cases encountered in 
medical practice. The physician’s awareness of their 
manifestations and genetic implications is important 
to the patient and the patient’s family. In this 
article the following conditions are discussed: vas- 
cular lesions in the gastrointestinal tract, polyps, 
pseudoxanthoma elasticum, neurofibromatosis, and 
amyloidosis. Ten illustrative cases are described in 
which gastrointestinal bleeding was the main prob- 
lem. 

Among all cases of gastrointestinal hemorrhage 
there is a considerable proportion in which no diag- 
nosis is made, although radiologic and endoscopic 
procedures have reduced the number somewhat. It 
has been estimated that 10 per cent of the total 
number of cases are due to rare diseases. In recent 
years, genetic influences have been found in a num- 
ber of diseases not previously considered hereditary; 
knowledge of these factors may lead to the dis- 
covery of unsuspected cases in the patient’s family. 
Awareness of the possible gastrointestinal lesions 
which may exist in these hereditary diseases will 
facilitate diagnosis. Cases in point are those of 
chronic anemia incorrectly ascribed, for many years, 
to menorrhagia. 

Since the alimentary tract is relatively inaccessi- 
ble, even the most modern diagnostic procedures 
may fail; often the investigations culminate in 
exploratory laparotomy. Early recognition of the 
heritable disorders affecting the intestine may spare 
the patient the discomfort and expense of pro- 
tracted investigation. It is evident from the cases 
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described by the authors that a careful inspection 
of the skin and mucous membranes will often pro- 
vide more information than the more complex pro- 
cedures. This knowledge may be of great value in 
cases of severe gastrointestinal hemorrhage. 


Benign tumors of the uterine cervix 


> Because of the lack of articles on benign cervical 
tumors as a group, observations on the types and 
relative frequency of such neoplasms are reported 
by H. K. Farrar Jr., M.D., and B. R. Nedoss in the 
American Journal of Obstetrics and Gynecology, 
January 1961. The authors have reviewed the per- 
tinent literature on the subject as well as the cases 
recorded at Northwestern Medical School from 
1938 to 1958, during which time 24,666 obstetrical 
and gynecologic specimens were examined. In addi- 
tion, a number of rare tumors of the cervix are 
described which have been reported in the litera- 
ture, but with which the authors have had no 
direct experience. 

In the series of cases reviewed, the incidence of 
benign tumors of the cervix was 4.9 per cent, and 
87 per cent of these were cervical polyps. Many 
benign tumors of the cervix are asymptomatic or 
of microscopic size, and therefore the incidence 
will depend largely on awareness of the possibili- 
ties, the frequency of cervical biopsy examination, 
the accuracy of selecting and excising cervical spec- 
imens, the number of sections examined, and the 
thoroughness of histologic examination. Squamous 
papillomas and endometriosis of the cervix appear 
to occur more often than previously suspected. 
While none of these tumors seem to be premalig- 
nant, and while they are rarely associated with 
carcinoma, microscopic examination is mandatory 
in order to differentiate them from the polypoid or 
proliferative carcinomas of the uterine cervix or 
fundus. Also there are seemingly proliferative le- 
sions of endocervical and mesonephric origin which 
simulate adenomas but in the strict sense are not 
true tumors. 


Medical problems of amputees 


> Three types of studies carried on at the Bio- 
mechanics Laboratory of the University of Cali- 
fornia Medical Center are described by Verne T. 
Inman, M.D., Ph.D., Gilbert H. Barnes, M.D., S. 
William Levy, M.D., Henry E. Loon, M.D., and H. 
J. Ralston, Ph.D., in California Medicine, March 
1961. In the field of surgical amputation, it is 
believed that certain osteoplastic and myoplastic 
technics, along with protection for nerve stumps 
and measures to provide optimum circulatory con- 
ditions, may restore biologic and mechanical func- 
tion to a greater degree than can be achieved with 
current procedures. From studies of the expendi- 
ture of energy during locomotion with and without 
assistive devices and during therapeutic exercise, it 


was found that crutch-walking is metabolically 
much more costly in energy than walking with the 
suction-socket prosthesis; through these studies it 
will be possible to define criteria for maximum work 
loads for disabled persons. In dermatologic studies, 
successful methods of treatment have been devel- 
oped for certain bacterial and fungus infections, 
contact dermatitis, and disorders resulting from 
edema. 

When amputation becomes necessary, the respon- 
sibility of the physician extends beyond mechanical 
removal of the extremity. He must understand not 
only the physiologic effects of the operation but 
also the effect of a prosthesis on the stump, and 
the mechanics of the prosthesis itself. The inter- 
related problems can be solved only by experts in 
the various fields working together to achieve total 
rehabilitation of the patient. 


Narrowing of the intervertebral-dise 
space in children 


> A lesion resembling osteomyelitis of the spine 
is described by James R. Doyle, M.D., in The 
Journal of Bone and Joint Surgery, October 1960. 
Because of the minimum and infrequent involve- 
ment of the vertebrae, it is believed that the lesion 
should be regarded as a separate entity. The symp- 
toms and diagnostic findings suggest that the disc 
lesion is probably an infectious process. The author 
reviews previous reports and presents the findings 
in a study of 16 children with narrowing of the 
intervertebral-disc space. 

The case reports are illustrated by roentgeno- 
grams, and pertinent details in all cases, including 
history, diagnostic studies, and treatment, are tabu- 
lated. The typical patient was a child between 
2 and 4 years old, who for 7 to 10 days before 
hospital admission showed symptoms including 
fever, stiffness of the back, pain in back or hip, 
limping, refusal to sit, stand, or walk, and unex- 
plained crying during the night. Trauma to the 


back or hips, infection of the respiratory tract, or 


an episode of diarrhea may have occurred in con- 
junction with the onset of the illness. There was 
severe spasm of the muscles of the lower part of 
the back, with accentuation of lumbar lordosis. 
The temperature returned to normal in 1 or 2 
weeks, but 3 or 4 weeks were required for the 
child to become asymptomatic. Roentgenograms of 
the spine at the onset were usually negative, but 
1 or 2 weeks later a narrowing of a lumbar inter- 
vertebral space was observed. Generally in such 
cases the intervertebral space gradually widens 
during the next 2 to 8 months; in very young 
children the interspace may be virtually normal 
within a year. All patients in this series were treated 
by bed rest during the acute phase; thereafter, 11 
of the patients were placed in some form of back 
support. Although it is difficult to evaluate this 
aspect of therapy, it is reasonable to assume that 
some form of back support would be indicated for 
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3 or 4 months. Eleven patients received antibiotic 
agents in some form, and although no recommenda- 
tion can be made from the small series of cases, 
it appears that antibiotic therapy is indicated if an 
infectious process is assumed. 


Progestational agents in the treatment 
of carcinoma of the endometrium 


> Further evidence of the possible efficacy of 
progestational agents in far-advanced endometrial 
carcinoma is presented by Rita M. Kelley, M.D., 
and William H. Baker, M.D., in The New England 
Journal of Medicine, February 2, 1961. The series 
reported included 21 patients, most of whom had 
been treated previously by hysterectomy or local 
radiotherapy or both. The progestational agents 
used included aqueous suspension of progesterone, 
progesterone in oil, and 17-alpha-hydroxy-proges- 
terone caproate. Dosages ranged from 150 to 1,000 
mg. weekly, and the drugs were extremely well 
tolerated. In 6 cases the treatment was followed by 
remissions ranging from 9 months to 4% years. 
Regression of pulmonary metastases occurred in 5 
of the 6 cases; 1 showed regression of local disease 
also and 1 showed local regression only. Gratifying 
symptomatic relief was experienced by these pa- 
tients as well as others who did not show objective 
response. Of the other 15 patients, a few showed 
brief subjective responses; however, all but 1 died 
of progressive disease. Details of all 21 cases are 
summarized in the report. 

The mechanism of action of these hormones in 
such cases is not clear, but the major effect is prob- 
ably a direct local one similar to changes in normal 
or hyperplastic endometrium in response to pro- 
gesterone. Changes in the level of luteinizing hor- 
mone may also be involved. This appears to be 
another example of a target-organ lesion that tem- 
porarily retains its hormonal identity and respon- 
siveness despite neoplastic transformation. 


Effect of anoxia during labor 
and immediately after birth on 
the subsequent development of the child 


> The need for obstetricians to become more 
aware of the possible implications of perinatal 
anoxia is emphasized in a report by Harry B. W. 
Benaron, M.D., Beatrice E. Tucker, M.D., John P. 
Andrews, M.D., Benjamin Boshes, M.D., Jerome 
Cohen, M.D., Erika Fromm, Ph.D., and G. K. 
Yacorzynski, Ph.D., published in the American 
Journal of Obstetrics and Gynecology, December 
1960. The obstetrician at the birth of an anoxic 
infant usually learns of later neuropsychiatric dis- 
orders only accidentally. It is imperative that the 
growth of such a child be observed for at least 
a year after birth, since symptoms are not likely 
to appear until after the first 6 months. 
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In a series of more than 40,000 children born 
under the care of the Chicago Maternity Center, 
2,458 infants were apneic at birth; 251 of these 
were in unsatisfactory condition after resuscitation, 
requiring prolonged observation, and 43 of the 
most seriously aftected were selected for this study. 
From the normal children in the series 54 control 
subjects were selected, of whom 14 were siblings 
of the anoxic infants. Ages at the time of the study 
ranged from 3 to 19 years. Psychological, neuro- 
logical, and physical examinations were conducted, 
data from the medical records were tabulated, and 
a psychiatric case history was obtained for each 
child. The results showed the incidence of feeble- 
mindedness among the 43 children to be 20 per 
cent, electroencephalographic abnormalities 36 per 
cent, and persistence of infantile habits 63 per cent. 
Rates of incidence among the controls were, re- 
spectively, 2.5 per cent, zero, and 26 per cent. The 
majority of the children in the anoxic group, how- 
ever, remained relatively unaffected by the severe 
birth conditions and many were actually of superior 
ability. This finding is at variance with reports from 
other investigators that anoxia produces a general- 
ized lowering of functions in the group as a whole 
rather than specific abnormalities in isolated in- 
stances. A definite answer as to how anoxia and 
other conditions affect physical and mental growth 
must await developmental studies including docu- 
mental histories covering the whole life of the 
individuals. 

In discussing the report, Dr. William Tomlinson 
pointed to the specific question raised: Why do 
certain children suffer deleterious effects from anoxia 
while others do not? What are the other pertinent 
factors and how can they be studied? Biochemistry, 
still in its infancy, undoubtedly holds the final 
answer; facts must be gained through an under- 
standing of brain metabolism and application of 
such knowledge to methods of clinical evaluation. 


The subcuticular suture 


> A superior technic for closure of facial wounds 
is described by Richard E. Straith, M.D., James M. 
Lawson, M.D., and C. Jack Hipps, M.D., in Post- 
graduate Medicine, February 1961. The routine use 
of silk and catgut in facial wounds is contraindi- 
cated, and the continued use of large interrupted 
sutures in facial skin is to be condemned. In the 
authors’ experience, a modification of Halsted’s sub- 
cuticular suture technic has proved to be greatly 
superior to any other method. Details of the technic 
are explained and illustrated by drawings and by 
a striking series of colored photographs. The au- 
thors state their opinion that the method should 
be taught to all students of surgery before they 
undertake individual operative practice. Attention 
is drawn to a unique method of gaining skill: A 
search for suitable material to practice on led to 
the discovery that the skin of pigs’ feet, readily and 
cheaply available at food markets, closely approxi- 
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mates human skin in elasticity, thickness, toughness, 
and needle-penetrating properties. Thus it is pos- 
sible for the student to become thoroughly skilled 
in the technics of dissecting and suturing required 
for this procedure. In carrying out the method, 
bruised skin edges are excised by sharp dissection 
and the skin is undermined above the fascia; buried 
permanent white nylon or dacron sutures are then 
placed, emerging above the fascia in the undercut 
area. Apposition is insured by slight “backtracking” 
at each stitch, and it is emphasized that “pen grasp” 
of the needle holder is essential. Such permanent 
sutures, buried at least 2 mm. beneath the epithelial 
surface, rarely extrude. Temporary subcuticular 
sutures of 4-0 to 5-0 monofilament nylon are used 
to provide a running “drawstring” with a surfacing 
loop in the center of the wound after every three- 
fourths inch of closure. The loops are cut after 2 or 
3 weeks and these sutures are removed in sections. 
In addition, temporary surface interrupted sutures 
of 4-0 to 6-0 monofilament nylon are tied with only 
the first half of a surgeon’s knot and removed no 
later than 72 hours afterward; leaving them in place 
longer will often cause crosshatching scars due to 
excessive tension or small stitch abscesses. 


Excavating pulmonary metastases 


> Sixteen new cases of excavating pulmonary 
metastases are described by Gerald D. Dodd, M.D., 
and James J. Boyle, M.D., in The American Journal 
of Roentgenology, Radium Therapy, and Nuclear 
Medicine, February 1961. The report was prompted 
by the relative frequency of cases at the M. D. An- 
derson Hospital and Tumor Institute, many of 
which were seemingly not explained by current 
theories. The purpose of the study was to determine 
the roentgenographic incidence of excavating met- 
astatic pulmonary tumors, the location and histologic 
type of primary tumors, a mode of pathogenesis, the 
characteristic roentgenographic criteria, if any, and 
the feasibility of identifying the site of the primary 
lesion by the appearance of its metastases. 

In a series of 6,729 consecutive patients, excava- 
tion was encountered in 9 per cent with primary 
tumors of the lung and 4 per cent with pulmonary 
metastases. Of the excavating metastases, 69 per 
cent were of squamous cell origin, as were all of the 
bronchogenic carcinomas; 31 per cent were derived 
from adenocarcinomas of breast and colon. A study 
of possible mechanisms led to the conclusion that 
specific tissue characteristics, rather than deficiency 
in the blood supply, are primarily responsible for 
the majority of roentgenographically detectable 
excavating metastases. Roentgenographically, cavi- 
tating metastases may be single or multiple and 
vary greatly in size. The shape of thin-walled met- 
astatic deposits may be quite bizarre, suggesting 
multilocular cystic disease rather than tumor. De- 
spite progressive increase in the size of the cavity, 
the walls tend to maintain an average thickness, a 
finding which supports the theory that the older 


cells are shed internally. In general the criteria of 
Wigh and Gilmore serve as reliable diagnostic 
signs; nodularity of the inner wall, however, may 
not always be apparent on plain roentgenograms 
of thin-walled lesions. Occasionally the inner wall 
is smooth and diagnosis depends on demonstration 
of solid or cystic deposits elsewhere. In diagnosis, 
the disease must be differentiated from broncho- 
genic carcinoma, multiple pulmonary abscesses, as- 
pergillosis, coccidiomycosis, and chronic tubercu- 
losis; less commonly, varicella pneumonia and sys- 
temic xanthomatoses must be considered. 


Physical activity and human obesity 


> A study of the relation between physical ac- 
tivity and obesity in man is reported by Anna-Marie 
Chirico, M.D., and Albert J. Stunkard, M.D., in 
The New England Journal of Medicine, November 
10, 1960. The physical activity of 15 obese women 
and 25 obese men was measured with mechanical 
pedometers and compared with the activity of 
matched non-obese control subjects. The attitudes 
of these subjects toward physical activity was as- 
sessed by means of a questionnaire and a sentence- 
completion test. It was found that obese subjects 
were significantly less active than non-obese sub- 
jects, and that the difference was considerably 
greater among women than among men. The dif- 
ferences in physical activity were paralleled by 
differences in attitudes toward activity. With regard 
to situations of despondency, boredom, and social 
interaction, obese women were more passive than 
non-obese women; obese men, however, did not 
differ from the non-obese men in reported responses 
to such situations. It is concluded that decreased 
physical activity may play a part in the obesity of 
women, but appears to be less important in men. 


Dynamics and management 
of self-induced eruptions 


> A practical approach to psychotherapy in cases 
of self-induced skin damage is described by Maxi- 
milian E. Obermayer, M.D., in California Medicine, 
February 1961. Since self-induced eruptions are 
the expression of emotional disturbance, the derma- 
tologist or family physician in charge of the case 
must focus his attention on the patient’s emotional 
problems. This does not, however, rule out the need 
for careful examination to determine whether a 
phobia or delusion is based on actual infection. 
There should be, for example, a routine search for 
parasites and treatment for any dermatosis that 
may be present. 

In this discussion the self-induced eruptions are 
classified as aggravation of pre-existing dermatosis, 
neurotic excoriations, mucocutaneous changes due 
to compulsive movements, and factitial dermatitis. 
The obsessional trait and the neurosis which it 
signifies are of considerable importance in contact 
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dermatitis; aggravation of the dermatosis results 
from excessive self-treatment by the overconscien- 
tious and ritualistic patient. The pattern underlying 
neurotic excoriations is much more complex, involv- 
ing a need for self-punishment and self-destruction 
stemming from the patient’s early years. Compul- 
sive habits of biting, chewing, sucking, or rubbing 
mucocutaneous areas result in areas of thickening, 
hyperpigmentation, hypertrichosis, and sometimes 
contact dermatitis. In factitial dermatitis, the pa- 
tient consciously produces the skin injuries but 
denies his responsibility for them, the denial dis- 
tinguishing the disorder from neurotic excoriations. 
These patients are not aware of the motivation of 
their self-destructive behavior; sudden exposure 
may deprive them of protective covering at a crucial 
age when they are unable to meet competition. 
Because of their emotional immaturity, such pa- 
tients probably should not be treated by deep 
psychotherapy. Patients with trichotillomania, the 
abnormal and uncontrollable desire to pull out 
one’s hair, are predominantly disturbed children: 
in adults severe trichotillomania is often associated 
with schizophrenia and other forms of psychosis. 
The delusion of parasitosis is a symptom of various 
serious psychotic states, some of which—for ex- 
ample paranoia—cannot be treated effectively by 
psychiatric care. 

Before treatment is undertaken the physician 
must decide whether he can best handle the case 
or whether the patient should be referred to a 
psychiatrist. The author uses two criteria: the de- 
gree of emotional disturbance and the patient’s 
suitability for psychiatric care. If signs of increas- 
ing depression or of psychosis are apparent, the 
patient is referred without delay. The decision with 
regard to suitability is based on the patient’s atti- 
tude; if he denies the causal role of emotional 
disturbance and is hostile toward psychiatry, refer- 
ral would only result in the loss of the patient. The 
majority of patients with self-induced eruntions are 
best left to combined dermatologic and psycho- 
therapeutic management. Although no dermatolo- 
gist without special training would presume to the 
role of psychiatrist, most are able to establish rap- 
port with the patient and give effective supportive 
psychotherapy. The main objective is to imbue the 
patient with confidence in his ability to help him- 
self. Accompanying dermatologic treatment is in 
the nature of a placebo and is usually not necessary 
for the patient of relatively high intelligence, in- 
sight, and education. In some cases of parasitosis- 
delusion, however, injections of crude liver extract 
are helpful physically as well as suggestivelv, since 
these patients are likely to be elderly people with 
inadequate diets. Sedation is used as required, and 
the patients are encouraged to follow a hygienic 
regimen allowing for both adequate rest and stimu- 
lating activity. The former concept of bed rest as 
essential no longer holds, since it has become clear 
that nervous fatigue is not a cause of the disorders; 
in such cases, overwork is a symptom of chronic 
unresolved emotional tension. 
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> Books for review which were received during the period 
from April 5 to May 5 are listed on pages A-165 to A-172. 
Reviews of these books will be published as space permits. 


>» ONE THOUSAND HOMOSEXUALS. Conspiracy of 
Silence, or Curing and Deglamorizing Homosexuals? By 
Edmund Bergler, M.D. Cloth. Pp. 249. Price $4.95. Pageant 
Books, 128 Olive Street, Paterson 1, New Jersey, 1959. 


The key to this presentation is in its preface: 


In December, 1942, I delivered a lecture on homosexuality 
before the New York Psychoanalytic Society. In the course 
of the lecture I stated: “The prognosis of analytical treat- 
ment of homosexuals is a favorable one,” provided the 
patient really wants to change, mistakes in the selection 
of cases are avoided, and treatment penetrates to the deep 
masochistic layers of the unconscious. This was a new 
thesis; at that time all of the analytic-psychiatric literature 
on the subject of homosexuality was permeated with unmiti- 
gated pessimism, as far as curability was concerned.... 
Nearly one thousand homosexuals provide a large cross- 
section, and experiences gathered from [the confreres of 
treated cases] carry some weight. The involuntary mass 
experience I conducted added to my knowledge of the 
problem. 


The theme of the volume is stated very briefly: 


Imagine a man for some mysterious reason unconsciously 
wants to be mistreated by a woman, though consciously 
unaware of this wish. Imagine, further, that this person 
inwardly fears his own wish, but instead of giving up the 
wish itself gives up its alleged or imagined central figure, 
woman. Since there are only two sexes, this leaves only 
one alternative in his frantic flight: man. ... Moreover, his 
flight in no way affected his sex glands. Since they are 
still working, it is inevitable that man, his antidote against 
the feared sex, woman, will secondarily be elevated to the 
status of a sexual attraction. 


The author proceeds to develop his subject in an 
interesting manner. He cites details from the first 
interviews of 10 cases to show variations in the 
individuals involved. He then differentiates those 
who want to change and those who do not. To 
illustrate his points he then cites excerpts from five 
therapeutic successes, going on to discuss the prob- 
lem of duration of treatment. This is the subject 
matter of 80 of the 250 pages of the book. He states 
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that the optimum time for treatment would be 
three times a week for 4 months, and thereafter 
twice a week for another 4 months, but that the 
barest minimum would be two sessions a week for 
8 months. He stresses also that the doctor instead 
of being the “silent, draining analyst” must rather 
give the picture of “generous, giving mother,” by 
talking for long periods in the early sessions. The 
book treats the mechanisms used by homosexuals 
to guarantee exposure, their arguments that there 
are such persons as “normal” homosexuals, border- 
line cases, misconceptions about the condition, and 
the plight of parents of young homosexuals. 

This is a well-written book on a widespread and 
rather poorly understood condition. Its easy style 
will make it readily accessible to those not versed 
in the technical language of psychiatry. Certainly 
all physicians should take advantage of the oppor- 
tunity Dr. Bergler provides to gain insight into and 
a grasp of this topic. 

Tuomas J. Meyers, Pu.D., D.O. 


® FUNCTIONAL ANATOMY OF THE LIMBS AND 
BACK. By W. Henry Hollinshead, Ph.D. Head of the Sec- 
tion of Anatomy, Mayo Clinic, Rochester; Professor of 
Anatomy, Mayo Foundation, University of Minnesota. Ed. 2. 
Cloth. Pp. 403, with illustrations. Price $9.00. W. B. Saun- 
ders Company, West Washington Square, Philadelphia 5, 
1960. 


This concise, readable account of the anatomy of 
the extremities and back is particularly valuable 
to those interested in the functions of muscles and 
the movements of the body. Written from a “func- 
tional” viewpoint, the author successfully minimizes 
anatomic detail and redundancy of minutiae, the 
better to present a clear perspective of the func- 
tional aspects of the musculoskeletal system. 

The book is divided into five sections, three of 
which deal with the upper limb, lower limb, and 
the back, respectively, while the first section con- 
siders the organization of the body, and the last 
section, the head, neck and trunk. Section I, “The 
Organization of the Body,” briefly reviews the tis- 
sues, organs, and organ systems of the body. In 
the succeeding sections, the limbs and back are 
first subjected to a general survey of their morpho- 
logic and functional characteristics. This is followed 
by a more detailed analysis of their muscular, vas- 
cular, or neural components, and movements of 
the associated articulations. 

Obviously written with the “beginning student” 
in mind, this text may well be recommended to 
anyone requiring a brief, simplified understanding 
of the anatomy of the human body. It may well 


suffice, as the author points out, for the require- 
ments of the student of physical therapy, but can- 
not, in the opinion of the reviewer, replace the 
more comprehensive texts in this field for the 


medical student. 
H. M. Wricut, D.O. 


>» BLEEDING SYNDROMES. A Clinical Manual. By 
Oscar D. Ratnoff, M.D., Associate Professor of Medicine, 
Western Reserve University School of Medicine; Career 
Investigator, American Heart Association, Cleveland, Ohio. 
Cloth. Pp. 287, with illustrations. Price $8.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1960. 


This is a book primarily intended for use by the 
nonspecialist who desires an up-to-date review of 
the bleeding disorders. A lengthy discussion of 
clotting mechanisms is not presented, nor are the 
clotting tests described at great length. The intro- 
ductory chapters briefly summarize the known and 
the theoretic aspects of the clotting mechanism, and 
present a short review of the more simple labora- 
tory procedures utilized in classifying the clotting 
defect. The terminology used is consistent with 
much of the literature; however, it might have been 
desirable to attempt to adhere to the nomenclature 
suggested by the International Committee on No- 
menclature of Blood Clotting Factors. 

The chapters are short, the descriptive material 
concise. The tone is conversational. Dr. Ratnoff 
frequently presents his own case findings to illus- 
trate a point. The list of references is up-to-date 
and conveniently located at the end of the text, 
with an occasional important reference also placed 
at the end of each chapter. The uncluttered descrip- 
tions and format make this an easy book to read. 

The book can be recommended to physicians 
who are interested in the bleeding disorders, and 
who wish to have available a brief but thorough 
description of the clinical manifestations of the 


major bleeding disorders. 
Swney J. Katz, D.O. 


> THE CUTANEOUS MANIFESTATIONS OF THE 
BENIGN INFLAMMATORY RETICULOSES. Edited by 
Samuel M. Bluefarb, B.S., M.D., F.A.C.P., Associate Pro- 
fessor of Dermatology, Northwestern University Medical 
School; Attending Dermatologist and Chairman, Department 
of Dermatology, Cook County Hospital; Attending Derma- 
tologist, Veterans Administration Research Hospital; Senior 
Attending Staff, Chicago Wesley Memorial Hospital, Chi- 
cago, Illinois. Cloth. Pp. 408, with illustrations. Price $14.00. 
Charles C Thomas, Publisher, 301-327 East Lawrence Ave- 
nue, Springfield, Illinois, 1960. 


This is a text in the American Lecture Series in 
Dermatology. It brings together material that gives 
a correlated, detailed discussion of subjects that 
are not generally thoroughly covered in derma- 
tologic texts. It gives the reader a comprehensive 
view of disorders which present or may present 
cutaneous symptoms. 

The text begins with an orientation of the reader 
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to the reticuloendothelial system. The tumor ot 
histiocytoma is presented in a complete and thor- 
ough manner. Juvenile xanthogranuloma, often 
called nevoxanthoendothelioma, has an excellent 
and comprehensive description. Lymphocytoma 
cutis, which dermatologists see only often enough 
to whet their curiosity about this self-resolving 
tumor, is discussed in a readily readable and un- 
derstandable manner. The discourse on infectious 
mononucleosis and its cutaneous manifestations will 
make any dermatologist wonder whether he should 
not have had heterophile antibody studies per- 
formed in some of his cases of vague dermatoses. 
Orlando Canizares has written an excellent pres- 
entation on lymphogranuloma and cat-scratch dis- 
ease. The latter is the best and most complete 
material on the subject this reviewer has read. The 
book concludes with a treatise on histoplasmosis. 

The book is highly recommended, to give a better 
comprehension of a group of disease entities that 
have “just grown” without an authoritative com- 
pilation of facts in dermatology texts. It should be 
of great interest to dermatologist and internist, and 
a source of information to any others who wish to 
be exposed to complete information on these dis- 
eases. The references at the end of each chapter 


are excellent and complete. 
A. P. Uxsricn, D.O. 


> ELECTROPHYSIOLOGY OF THE HEART. By Brian 
F. Hoffman, M.D., Associate Professor of Physiology, College 
of Medicine, State University of New York, Downstate 
Medical Center, Brooklyn, New York; and Paul F. Crane- 
field, Ph.D., Associate Professor of Physiology, College of 
Medicine, State University of New York, Downstate Medi- 
cal Center, Brooklyn, New York. Cloth. Pp. 323, with 
illustrations. Price $12.50. McGraw-Hill Book Company, 330 
West 42nd Street, New York 36, 1960. 


This book is a presentation of some results of re- 
search done on the heart since development of the 
technic of single-cell recording 10 years ago. The 
electrocardiographic record of the electrical ac- 
tivity of the whole heart depends upon the shape 
of the action potentials of the various cells of the 
heart and upon the sequence of activation of those 
cells. The development of the method of micro- 
electrode recording has made possible a new de- 
gree of precision in the determination of the action 
potentials of single cardiac cells. 

Very briefly, this book touches upon results ob- 
tained by new methods of studying the sequence 
of the activation of the heart. The authors hope 
that in the next 5 or 10 years new studies of the 
sequence of activation will be combined with the 
results of single-cell studies to provide electrocar- 
diography with a more systematic foundation in 
experimental electrophysiology than it has previ- 
ously had. 

Chapter one discusses the technic for obtaining 
action potentials from single cardiac fibers and 
gives a survey of the different types of records to 
be found in various kinds of fibers. The next chap- 
ter is devoted to the electrical properties of excit- 
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able cells and a summary of known facts about the 
ionic basis for the resting membrane potential and 
the action potential. The greater part of the book 
is concerned with detailed discussions of the action 
potentials obtained from muscle cells in the atrium, 
ventricle, sinoatrial node, atrioventricular node, and 
Purkinje fibers. Available data are summarized con- 
cerning the effects of many factors, such as varia- 
tion in rate or temperature, changes in sodium or 
potassium content of the external medium, or pres- 
ence of acetylcholine or epinephrine, on the action 
potentials obtained from the various cells. The book 
concludes with a discussion of the excitability of 
heart muscle cells using both cathodal and anodal 
stimuli, and a summary and electrophysiologic in- 
terpretation of material presented. 


>» RHEUMATIC FEVER. Epidemiology and Prevention. 
Edited by R. Cruickshank, M.D., Ch.B., F.R.C.P., D.P.H.; 
and A. A. Glynn, M.B., B.S., M.R.C.P. Cloth. Pp. 193, with 
illustrations. Price $5.50. Charles C Thomas, Publisher, 301- 
327 East Lawrence Avenue, Springfield, Illinois, 1959. 


This book is an English edition of a symposium 
originally published in French and edited by the 
late Dr. Raymond Gautier. It is primarily an epi- 
demiologic study with comment on the prevention 
of the disease. Because of its symposium-type ar- 
rangement it is not particularly useful as a refer- 
ence; however, anyone interested in rheumatic 
fever will doubtless find helpful new ideas if he 
takes the time to peruse the discussions. The con- 
tributions are quite compact and carefully edited, 
so that the task of reading is not at all formidable. 


> HERITABLE DISORDERS OF CONNECTIVE TIS- 
SUE. By Victor A. McKusick, M.D., Associate Professor of 
Medicine, Johns Hopkins University School of Medicine; 
Physician, Johns Hopkins Hospital; Assistant Professor of 
Epidemiology, Johns Hopkins University School of Hygiene 
and Public Health, Baltimore. Ed. 2. Cloth. Pp. 333, with 
illustrations. Price $12.00. The C. V. Mosby Compaay, 3207 
Washington Boulevard, St. Louis 3, 1960. 


The problems of generalized and hereditary dis- 
orders of connective tissue extends to many divi- 
sions of medical science and practice. However, 
physicians in generalized practice—the general 
practitioner, the internist, and the pediatrician 
without particular subspecializations—will find the 
disorders described in this book especially familiar. 
These practitioners are in a position to view the 
individual patient with reference to his family back- 
ground, most likely with first-hand familiarity. 

Special emphasis has been placed on the Marfan 
syndrome, the Ehlers-Danlos syndrome, osteogene- 
sis imperfecta, pseudoxanthoma elasticum, the 
Hurler syndrome, with introductory chapters on the 
clinical behavior of hereditary syndromes and the 
biology of normal connective tissue. 

This second edition has many new illustrations. 
The text has been expanded and the literature has 
been surveyed since the first edition, which was 


based on a series of articles appearing in the 
Journal of Chronic Diseases. 


>» THE PHYSIOLOGICAL BASIS OF MEDICAL PRAC- 
TICE. A Text in Applied Physiology. Edited by Charles 
Herbert Best, C.B.E., M.A., M.D., D.Sc. (Lond.), F.R.C.S., 
F.R.C.P. (Canada), Professor and Head of Department of 
Physiology, Director of the Banting-Best Department of 
Medical Research, University of Toronto; and Norman Burke 
Taylor, V.D., M.D., F.R.S. (Canada), F.R.C.S. (Edin.), 
F.R.C.P. (Canada), M.R.C.S. (Eng.), L.R.C.P. (Lond.), 
Professor of the History of Medicine and Medical Literature, 
University of Western Ontario, London, Canada; formerly 
Professor of Physiology, University of Toronto. Ed. 7. Cloth. 
Pp. 1554, with illustrations. Price $16.00. The Williams & 
Wilkins Company, 428 East Preston Street, Baltimore 2, 
1961. 


The current edition of “Best and Taylor” has been 
written by 28 contributors, rather than by the 
original authors alone. As they point out, advances 
in physiology are so rapid and the literature de- 
scribing them so overwhelming that it is almost 
impossible for one or two men to keep up with even 
a segment of the subject. The happy result of this 
multiple collaboration is a much more up-to-date 
text than would otherwise have been possible. 
Changes in the current edition are too many to 
describe individually; it is now essentially a new 
text, although it retains the same general format 
as in former days. 


®> THE PRINCIPLES AND PRACTICE OF ELECTRO- 
THERAPY AND ACTINOTHERAPY. By Bryan O. Scott, 
M.R.C.S., L.R.C.P., D.Phys.Med., Consultant in Physical 
Medicine, the Radcliffe Infirmary and Cowley Road Hos- 
pital, Oxford, the Churchill Hospital, Headington, and the 
Oxford Regional Hospital Board. Cloth. Pp. 314, with illus- 
trations. Price $7.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 1959. 


This British book was written primarily to be a 
text for student physiotherapists, but it also will 
serve as a reference for practicing physiotherapists 
and for physicians interested in the subjects of elec- 
trotherapy and actinotherapy. Part of the book is 
devoted to preparation for examinations given by 
the British Chartered Society of Physiotherapy; 
however, to offset those parts having little interest 
to American readers, there are chapters on ultra- 
sound and microwave diathermy, in addition to the 
information considered basic in this rather broad 
field. 


> MODERN DRUG ENCYCLOPEDIA AND THERA- 
PEUTIC INDEX. Edited by Harry D. Fein, M.D., F.A.C.P., 
Assistant Professor of Clinical Medicine, New York College 
of Medicine, New York, New York. Ed. 8. Cloth. Pp. 1649, 
with illustrations. Price $17.50. The Reuben H. Donnelley 
Corporation, 466 Lexington Avenue, New York 17, 1961. 


The Modern Drug Encyclopedia, with its supple- 
ments, now in its twenty-sixth year of publication 
and use, is well known as a reference in pharmacies 
and a text in colleges. It is divided into four basic 


reference chapters and cross referenced to lead 
one quickly to needed information. The divisions 
are: pharmaceuticals, biologicals, and allergens; 
therapeutic index, including generic and chemical 
names; manufacturers’ and distributors’ index; and 
a general index. 

With purchase of the encyclopedia comes a 
monthly supplement, Modern Drugs, which will 
cumulatively index descriptive advertising product 
brochures of all new ethical drug products. This 
service will continue for 2 years, 24 issues of the 
supplement, at which time a new edition of the 
basic reference is expected to appear. 


> ELECTROHYSTEROGRAPHY. The Electrical Activity 
of the Human Uterus in Pregnancy and Labor. By Saul 
David Larks, B.S.E.E., M.S. (E.E.), Ph.D., Assistant Pro- 
fessor of Biophysics, School of Medicine, the University of 
California, Los Angeles. Cloth. Pp. 123, with illustrations. 
Price $5.75. Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


Studies on the electrical activity of the uterus are 
described in this small book, with the hope that 
some comprehension of uterine function and con- 
trol in pregnancy and labor will be forthcoming 
from this and later studies. Subjects included in 
this book are: historical aspects of bioelectricity, 
embryologic development of the generative organs, 
bioelectric phenomena in tissue, methods in electro- 
hysterography, electrohysterograms in normal la- 
bor, patterns of the electrohysterogram in abnormal 
labor, the effects of drugs upon the electrohystero- 
gram, special technics adaptable to gestational 
studies, relationship to current physiologic and ob- 
stetric thought, potentialities and limitations of elec- 
trical and other technics in the study of the uterine 
contraction, and the future of electrohysterography. 
Although this is still a fledgling specialty, it is quite 
possible that someday electrohysterography will 
have a position similar to that now held by electro- 
cardiography and electroencephalography in their 
respective special fields. 


> THE HEART IN INDUSTRY. By 24 authors. Edited 
by Leon J. Warshaw, M.D., F.A.C.P., Consultant in Occupa- 
tional Health; Medical Director, Paramount Pictures Cor- 
poration; Medical Director, United Artists Corporation, New 
York. Cloth. Pp. 677, with illustrations. Price $16.00. Paul 
B. Hoeber, Inc., 49 East 33rd Street, New York 16, 1960. 


This book covers in comprehensive fashion certain 
occupational aspects of heart disease not generally 
covered in standard texts. These include heart dis- 
eases of occupational origin—those caused by 
trauma, by exposure to toxic agents, or by occu- 
pational disease of the lungs. The role of occupa- 
tional stress in the genesis of heart disease is dis- 
cussed objectively from the viewpoint of the pa- 
thologist. The effects of heart disease on the ability 
of its victims to continue in certain fields of work— 
operation of motor vehicles, aviation, and farming 
—are discussed. A chapter is devoted to the prob- 
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lem of health education as a factor in minimizing 
the impact of heart disease on an individual and in 
an employee population. 

The industrial physician and general practitioner 
will find this volume helpful from three interrelated 
points of view: the effect of heart disease on the 
patient and his ability to continue work; effects of 
the patient’s work on the course of his heart disease; 
and the problems the cardiac worker presents to 
his employer. 


> COMMUNICABLE AND INFECTIOUS DISEASES. 
Diagnosis, Prevention, Treatment. Edited by Franklin H. 
Top, A.B., M.D., M.P.H., F.A.C.P., F.A.A.P., F.A.P.H.A., 
Professor and Head, Department of Hygiene and Preventive 
Medicine, State University of Iowa, Iowa City, Iowa; Direc- 
tor, University Department of Health, and Director, Insti- 
tute of Agricultural Medicine, State University of Iowa; 
Consulting Director, State (of Iowa) Hygienic Laboratories; 
Consultant in Infectious Diseases, University Hospital, lowa 
City, Iowa; Consultant, Communicable Disease Center, U.S. 
Public Health Service, Atlanta, Ga.; formerly Professor of 
Epidemiology, School of Public Health, and Professor of 
Pediatrics, College of Medical Sciences, University of Minne- 
sota, Minneapolis, Minn.; formerly Clinical Professor of 
Preventive Medicine and Public Health, Wayne State Uni- 
versity College of Medicine, Detroit, Mich.; and formerly 
Director, Herman Kiefer Hospital, Detroit, Mich. Ed. 4. 
Cloth. Pp. 812, with illustrations. Price $20.00. The C. V. 
Mosby Company, 3207 Washington Boulevard, St. Louis 
3, 1960. 


Although many communicable diseases have 
changed little in occurrence and severity since the 
previous edition of this book, knowledge about 
viral infections has increased so greatly that com- 
pletely new coverage was needed. The twenty-two 
contributors have revised or rewritten many sec- 
tions of the book, and some new contributors are 
now represented. Chapters have been added on 
acute respiratory infections, including adenoviruses 
and the common cold; enteroviruses: Coxsackie 
and ECHO virus infections; and staphylococcal in- 
fections. Space has been readjusted so that diseases 
of paramount importance today are given the most 
attention, in both their curative and preventative 
aspects; conversely, diseases of decreasing impor- 
tance have received less attention, so that a total 
decrease in bulk has been achieved over previous 
editions. 


> CURRENT THERAPY—1961. Edited by Howard F. 
Conn, M.D. Cloth. Pp. 806, with illustrations. Price $12.50. 
W. B. Saunders Company, West Washington Square, Phila- 
delphia 5, 1961. 


This is the thirteenth annual edition of this book, 
which aims to bring the latest approved methods 
of treatment to the practicing physician. The con- 
sulting editors and contributors are actively inter- 
ested in the specific diseases discussed and are 
recognized authorities in their fields. Their present 
method of treatment is described in brief articles, 
but it does not necessarily follow that the named 
author was the originator of the regimen. More 
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than four fifths of the 307 articles are new, and 
others have been extensively revised. Retention 
indicates that the therapy described is still the 
best current treatment. 


> CARCINOMA IN SITU OF THE UTERINE CERVIX. 
A Study of 235 Cases from the Free Hospital for Women. 
By Gilbert H. Friedell, M.D., Associate Pathologist, Mas- 
sachusetts Memorial Hospitals; Assistant in Pathology, Har- 
vard Medical School; Associate in Pathology, Boston Uni- 
versity School of Medicine, Boston, Massachusetts; Arthur 
T. Hertig, M.D., Shattuck Professor of Pathologic Anatomy 
and Head of the Department of Pathology, Harvard Medical 
School; Consultant in Pathology Free Hospital for Women 
and Boston Lying-in Hospital, Boston, Massachusetts; and 
Paul A. Younge, M.D., Assistant Clinical Professor of 
Gynecology, Harvard Medical School; Associate Chief Sur- 
geon, Free Hospital for Women, Boston, Massachusetts. 
Cloth. Pp. 154, with illustrations. Price $7.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1960. 


This specialized monograph deals with all aspects 
of carcinoma in situ of the uterine cervix. It is 
notable for its lucidity and some very fine illustra- 
tions, besides its thorough coverage. Most of the 
book is based on a clinical study by the authors of 
235 cases, from the standpoints of diagnosis and 
treatment. An appendix gives an illustrated discus- 
sion of the,Schiller test, and a rather extensive bib- 
liography completes the book. 


> CLINICAL ORTHOPAEDICS. Number 17. Anthony F. 
DePalma, Editor-in-chief. Cloth. Pp. 387, with illustrations. 
Price, single number, $7.50; sustaining subscription, $6.00 
per issue. J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1960. 


> CLINICAL ORTHOPAEDICS. Number 18. Anthony F. 
DePalma, Editor-in-chief. Cloth. Pp. 293, with illustrations. 
Price, single number, $7.50. sustaining subscription, $6.00 
per issue. J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1960. 


Two new issues of Clinical Orthopaedics are now 
available. Number 17 is mainly on the clinical 
physiology and pathology of bone, and number 18 
concerns internal derangement of the knee joint. 
In both issues there are additional articles on gen- 
eral orthopedics. The usual high standards are 
maintained for contributions, both in content and 
in editorial production. 


>» CLINICOPATHOLOGICAL CONFERENCES OF THE 
MASSACHUSETTS GENERAL HOSPITAL. Selected 
Medical Cases. By Benjamin Castleman, M.D., Chief, James 
Homer Wright Pathology Laboratories, Massachusetts Gen- 
eral Hospital; Clinical Professor of Pathology, Harvard 
Medical School; and H. Robert Dudley, Jr., M.D., Assistant 
in Pathology, Massachusetts General Hospital; Instructor in 
Pathology, Harvard Medical School. Cloth. Pp. 295, with 
illustrations. Price $12.50. Little, Brown & Company, 34 
Beacon Street, Boston 6, 1980. 


Since 1924, The New England Journal of Medicine 
has been printing the weekly “Clinicopathologic 


Conferences of the Massachusetts General Hospi- 
tal”; during this period over 3,000 cases have been 
presented. In recent years a “subscriber service” 
has made it possible to obtain lantern slides of the 
x-ray films, electrocardiograms, gross specimens, 
and photomicrographs, to facilitate use of the 
CPC’s in teaching. This volume has been prepared 
in response to many requests from previously pub- 
lished case studies. It presents 50 cases from the 
field of internal medicine, dating from 1936 until 
the present. All except the most recent have cur- 
rent comment added, as often as possible by the 
original discussants. 

Those familiar with the CPC method know that 
its purpose is more related to training in logical 
thought than to coming up with the right answer 
every time. Both students and practicing physicians 
have benefited greatly from these exercises in the 
past, and this book (which hopefully will be the 
first of a series) should have an enthusiatic recep- 
tion. 


>» NEW AND NONOFFICAL DRUGS. An Annual Com- 
pilation of Available Information on Drugs, including their 
Therapeutic, Prophylactic and Diagnostic Status, as evalu- 
ated by the Council on Drugs of the American Medical 
Association. Cloth. Pp. 849, with illustrations. Price $4.00. 
J. B. Lippincott Company, East Washington Square, Phila- 
delphia 5, 1961. 


The 1961 edition of this standard annual publica- 
tion is now available. Over fifty new monographs 
have been added this year, while only a dozen have 
been dropped—another symptom of the breathless 
pace at which pharmacotherapeutics is advancing. 
This “aid to keeping abreast” is too well known to 
merit description; its format has not changed ap- 
preciably from previous editions. 


» PHARMACOLOGY. The Nature, Action and Use of 
Drugs. By Harry Beckman, M.D., Chairman, Departments 
of Pharmacology, Marquette University Schools of Medi- 
cine and Dentistry; Consulting Physician, Milwaukee County 
General Hospital and Columbia Hospital; Editor, Year Book 
of Drug Therapy. Ed. 2. Cloth. Pp. 805, with illustrations. 
Price $15.50. W. B. Saunders Company, West Washington 
Square, Philadelphia 5, 1961. 


The first edition of Dr. Beckman’s student text 
appeared in 1958. It almost immediately became 
widely used, perhaps largely because it was de- 
signed primarily to supplement the student’s work 
in the laboratory and what he heard in lectures 
and conferences. The first section is an orientation 
of pharmacology among the other preclinical disci- 
plines; the second part describes the broad back- 
ground of the science and gives the bases for future 
advances; and the third portion describes actions 
and uses of the drugs from a pharmacotherapeutic 
standpoint. 

The new edition incorporates advances in the 
field, and it has been altered in many details in 
response to suggestions from users. 


HELP PREVENT 
IRON DEFICIENCY 


Gerber 


MIKED CEREAL WITH GERBER J ; 


BABY CEREALS 


Gerber Cereals are excellent carriers of 
iron to prevent iron deficiency in the in- 
fant. Exclusive cereal formulation includes 
a selected iron salt (sodium iron pyro- 
phosphate) which is as easily absorbed, 
and to the same degree, as the iron found 
in natural sources;. One-half ounce (6 
tablespoons) supplies 7 mg. . . . 100% of 
the Recommended Daily Dietary Allow- 
ance for infantso. 


| Gerber! 
HIGH PROTEIN CEREAL 


RICE CERE 


Vitamin-enriched. The addition of thia- 
mine, riboflavin and niacin supplements 
the vitamins in the infant’s formula. 


Gerber Cereals are thoroughly pre-cooked 
to make them readily digestible. This 
digestibility makes it possible to start 
cereal as soon as extra nourishment is 
indicated. Especially recommended as 
starting cereals: Rice Cereal and Barley 
Cereal—one grain and hypo-allergenic. 


:; rere Journal of Diseases of Children 98: 109-119, 


2. Publication 589, National Academy of Sciences, National 
Research Council, Washington, D. C., 1958 


BABIES ARE OUR BUSINESS...OUR ONLY BUSINESS!® 
GERBERe BABY FOODS 


FREMONT, MICHIGAN 
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...and other painful or disabling musculoskeletal conditions often respond rapidly to the “antidoloritic’* effects of 
DECAGESIC. DECAGESIC helps restore normal function by relieving pain and discomfort, suppressing inflammation... and 
often adds a sense of well-being and renewed strength. DECAGESIC combines the benefits of DECADRON® and aspirin with 


Indications: Mild to moderate inflammatory, rheumatic and musculoskeletal disorders, and conditions 
in which the conjunctive use of steroid and salicylate is indicated. 

Dosage: 1 or 2 tablets 3 or 4 times daily. The usual precautions of corticosteroid therapy should be 
observed. Before prescribing or administering Decacesic, the physician should consult the detailed 
information on use accompanying the package or available on request. 

Supplied: Bottles of 100. Each tablet contains 0.25 mg. of DECADRON dexamethasone, 500 mg. of 
aspirin (acetylsalicylic acid) and 75 mg. of aluminum hydroxide (present as the dried gel). 


aluminum hydroxide to provide increased efficacy with a lower incidence of side effects. 
*The term ‘‘antidoloritic’’ has been coined by Merck Sharp & Dohme to describe an agent designed 


gesi to allay pain associated with inflammation — dolor = pain, itic = associated with inflammation. 


F 0 R co N S E RVATI VE MANAG E M E NT Decacesic and DECADRON are trademarks of Merck & Co., Inc. 
OF MUSCULOSKELETAL SYNDROMES werck snare & Division of Merck & Co., Inc., West Point, Pa. 


dexamethasone with aspirin and aluminum hydroxide 
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ATTACKS IN 3 WAYS 


1. Provides rapid and high 
sulfa concentration in the urine. 


2. Provides adequate sulfa 
blood levels in the infected 
tissue not reached by the high 
sulfa concentration in the urine. 


3. Provides fast symptomatic 
relief making the patient more 
comfortable. 


This combination 
SulfamethyIthiadiazole of sulfas 
provides a 2-prong 
attack on the infection 
and results in 
effective low sulfa 
dosage, high 
solubility and safety 


Azodyne (Stuart brand of 
phenylazo-diaminopyridine HCl) 
Azodyne imparts an orange-red 
color to the urine. 
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Didrex doesn’t perform miracles... 
it just helps the obese patient do 


It her self. The reason is simple: persistent, significant 
loss of weight, up to 30 weeks in reported cases, helps to preclude 
the “weight plateau” that so often discourages dieters after a 
few weeks. Thus, time and will become your allies in changing the 
patient’s dietary habits built over months or years of weight ac- 
cumulation. Didrex may be used in closely supervised diabetic, 
coronary insufficient, and hypertensive patients. 


BRIEF BASIC INFORMATION 

Description: Didrex is the Upjohn brand of benzphetamine 
hydrochloride [(+-)-N-benzyl-N, a-dimethyl-phenethylamine hy- 
drochloride]. A sympathomimetic compound with marked ano- 
rectic action and relatively little stimulating effect on the 
CNS or cardiovascular system. 

Indications: Control of exogenous obesity. 

Contraindications: None known to date. However, use with cau- 
tion in moderate or severe hypertension, thyrotoxicosis, acute 
coronary disease, or cardiac decompensation. 

Dosage: Initiate appetite control with 42 to 1 tablet (25 to 
50 mg.) in mid-morning or mid-afternoon, according to the 
patient’s eating habits for several days. Then ‘‘adjust’’ dosage 
to suit each patient’s needs to a maximum of 3 tablets daily 
(150 mg.). 

Side Effects: No effects on blood, urine, renal or hepatic 
functions have been noted. Minimal side effects have been 
observed occasionally: dry mouth, insomnia, nausea, palpita- 
tions and nervousness. 

Supplied: 50 mg., benzphetamine hydrochloride, press-coated, 
scored tablets, in bottles of 100 and 500. 

*Trademark—brand of benzphetamine hydrochloride, Upjohn. 


References: 1. Stough, A. R.: Weight loss without diet worry: use of benzphetamine hydrochloride (Didrex). Journal of the Oklahoma State Medical Association, 
53:760-767 (November) 1960. 2. Oster, H., and Medlar, R.: A clinical pharmacologic study of benzphetamine (Didrex), a new appetite suppressant. Arizona Medicine, 
17:398-404 (July) 1960, 3. Simkin, B., and Wallace, L.: A controlled clinical trial of benzphetamine (Didrex). Current Therapeutic Research, 2:33-38 (February) 1960. 
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LIFTS 


CALMS 
ANXIETY 


“I feel like my old self again!” Thanks to your balanced Deprol therapy, her depression has 
lifted and her mood has brightened up — while her anxiety and tension have been calmed down, 


She sleeps better, eats better, and normal drive and interest have replaced her emotional fatigue. 


Brightens up the mood, brings down tension 


Deprol’s balanced action avoids “seesaw” effects of 
energizers and amphetamines. While energizers and 
amphetamines may stimulate the patient — they 
often aggravate anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression and emotional fatigue. 


These “seesaw” effects are avoided with Deprol. It 
lifts depression as it calms anxiety — a balanced 
action that brightens up the mood, brings down 
tension, and relieves insomnia, anorexia and 
emotional fatigue. 


Acts rapidly — you see improvement in a few days. 
Unlike the delayed action of most other antidepres- 


WwW) WALLACE LABORATORIES/Cranbury, N. J. 


sant drugs, which may take two to six weeks to 
bring results, Deprol relieves the patient quickly — 
often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely —no danger of liver or blood damage. 
Deprol does not cause liver toxicity, anemia, hypo- 
tension, psychotic reactions or changes in sexual 
function — frequently reported with other drugs. 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 

this dose may be gradually increased up to 3 tablets q.i.d. 
Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 

chloride (benactyzine HCl) and 400 mg. meprobamate. 

Supplied: Bottles of 50 light-pink, scored tablets. 

Write for literature and samples. €0-3565 


~ 
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In periodic patient follow-up, you really come 
to appreciate the meaning of ‘“True-to-Dial”’ 
accuracy with the G-E Patrician “200” com- 
bination. Film comparison is easier because of 
guaranteed consistent x-ray output. Perform- 
ance holds predictably from range to range... 
éven from one G-E unit to another! And with 
it you get so many more Patrician features: full- 
size 81” tilting table . . . independent tube- 
stand .. . counterbalanced, not counter poised, 
fluoroscopic screen or spot film device... 
radiation confined to screen area by automatic 


Progress /s Our Most Important Product 
GENERAL ELECTRIC 


... time after time, Patrician “200” guarantees 
x-ray exposures exactly as you dial them 


shutter limiting device . . . economy of purchase 
and operation. 


You can rent the Patrician. G-E Maxiservice® 
plan provides an attractive alternative to out- 
right purchase. Included, for a convenient 
monthly fee, are installation, maintenance, 
parts, tubes, insurance, local taxes. Contact 
your G-E x-ray representative for details. Or 
just clip coupon. 


General Electric X-Ray Department 
Milwaukee 1, Wisconsin, Room R-61 


Send me: [[] Patrician bulletin 
Maxiservice bulletin 


NAME 
ADDRESS. 
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Peri-Colace meets i 
the three major criteria 
for an effective laxative 
as established by physicians’ 
© from griping 
other rrritating 
side effects wl 
- clinically 
proven 
effectiveness 


- predictable 
action 


Pp 
*Results of a survey of over 1,000 physicians conducted 
by the Bureau of Research, Inc., 555 W. Jackson Blvd., 
Chicago 6, Illinois (April, 1960). 
wae Mead Johnson 
Laboratories 
I 


Symbol of service in medicine 


in ano-rectal disorders 


Anthraquinone derivatives from cascara and dioctyl sodium sulfosuccinate, Mead Johnson 


reduces pain and trauma by eliminating constipation 


“Bowel movements were formed, soft, and expelled without damage or 
irritation to the rectum, and without extrusion of hemorrhoids, even 
when the latter had been a deterrent to the use of laxatives.’ 


Peri-Colace, a unique combination of Peristim® and Colace® (dioctyl 
sodium sulfosuccinate), eliminates the need for postsurgical enemas in 
9 out of 10 patients.” 


Experience in practice has shown the unusual dependability of Peri- 
Colace.’*> Promptly, yet gently, it induces bowel evacuation in most 
patients within 8 to 12 hours. 


References: (1) Smigel, J. O.; Lowe, K. J.; Hosp, P. H., and Gibson, J. H.: M. Times 86:1521-1526 
(Dec.) 1958. (2) Lamphier, T. A., and Lyman, F. L.: J. Internat. Coll. Surgeons 31 :420-423 (April) 
1959. (3) Lamphier, T. A.: Am. J. Proctol. 8:442-444 (Dec.) 1957. (4) Broders, A. C., Jr.: Am. J. 
Digest. Dis. 2:483-486 (Sept.) 1957. (5) Turell, R.: Current M. Digest 26:61-69 (Feb.) 1959. 
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In the relatively short period since its introduction, Ana- 
lexin has compiled an impressive record of success and 
safety in relieving a wide variety of painful states seen by 
the osteopathic physician. In analgesic effectiveness, 
Analexinis within the range of codeine, yet Analexin is non- 
narcotic and not narcotic related, and there is no evidence 
suggestive of tolerance or cumulative toxicity.!® In fact, 
Analexin is so safe, it may be administered hourly if 
necessary, depending on the degree of relief required. 


If you have been waiting for a safer, more effective analge- 
sic, with a broad range of applications, why not consider 
Analexin? Proof of its performance is shown below. . 
and you may find it invaluable in relieving pain that 
results from numerous other disorders you encounter in 
your practice. 


“,.. Satisfies the majority of the criteria demanded 
of a moderately potent non-specific analgesic agent 
.... Safe... for acute and chronic pain. ... 


TYPICAL RESULTS WITH ANALEXIN* AND ANALEXIN-AF 


1 


Analexin®—for relief of pain. Each tablet contains 200 
mg. phenyramidol HCI]. DOSAGE: Generally, 2 tablets at 
onset of pain, followed by 1 or 2 tablets at intervals of one 
to 4 hours as needed. 


Analexin-AF ®—for relief of pain complicated by inflam- 
matory processes. Each tablet contains 100 mg. pheny- 
ramidol HCI and 300 mg. aluminum aspirin. DOSAGE: 
Generally, 2 tablets at onset of pain, followed by 1 ar 2 
tablets at intervals of one to 4 hours as needed. 


Analexin® Syrup—convenient dosage form for children 
and adults. Each 5 cc. contains phenyramidol salicylate 
100 mg. DOSAGE: Children—under 3 yrs., 1 tsp. 3 or 4 
times daily; 3-12 yrs., 2 tsp. 3 or 4 times daily. Adults— 
2 to 4 tsp. every one to 4 hrs. 


CONDITION pain associated with: 


No. of patients Relief Slight or no relief 


genitourinary conditions! 


gall bladder colic! 


abdominal pain! 


epigastric pain! 


premenstrual tension headache® 


postpartum pain® 


dysmenorrhea®:? 


myositis, myalgia and tendinitis’ 


osteoarthritis’ 


rheumatoid arthritis’ 


arthralgia’ 


pelvic pain (chronic P.I.D., endometriosis, etc.)? 


acute, chronic and traumatic musculoskeletal disorders’ 


Totals 


*Generically designated as phenyramidol HCI in clinical trials. 


1. Batterman, R. C.: Ann, New York Acad. Sc. 86:203, 1960. 2. O'Dell, T. B.: Ann. New York Acad. Sc. 86:191, 1960. 3. O'Dell, T. B., ef a/.: J. Pharmacol. & Exper. Therap. 128:65, 
1960. 4. O'Dell, T. B., ef a/.: Fed. Proc, 18:1694, 1959. 5. Gray, A. P., ef a/.: J. Am. Chem. Soc. 81:4347, 1959. 6, Wainer, A. S.: Clin. Med. 7:2331, 1960. 7. Clinical data from the 
files of the Medical Dept., Irwin, Neisier & Co., 1959, 8, Batterman, R. C., ef a/.: Am. J. Med. Sc, 238:315, 1959, 


IRWIN, NEISLER & CO. 
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ANNOUNCING... A POTE NT 
ANTIDEPRESSANT 


WITH 
PROPERTIES... 


AMITRIPTYLINE HYDROCHLORIDE 


NEW 
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| new...a potent | 
antidepressant | 
lm with effective 
anti-anxiety 

properties L___] 


AMITRIPTYLINE HYDROCHLORIDE 


RELATIVE UTILITY INMANAGEMENT OF DEPRESSED PATIENTS 


| TARGET SYMPTOMS OF DEPRESSION: 


Class of compounds Anxiety Insomnia Depression Over-al/ relief 
of symptoms 


“Failure of the tranquilizers to 
produce satisfactory results is 
due in many cases to their | 
being prescribed for depres- 
TRANQUILIZERS sion, especially depression 
masked by the more promi- 
nent symptoms of anxiety. The — 
underlying depression may be 
deepened.”' 


7 
“CNS stimulants and . 
anti-depressants, if given 
ANTIDEPRESSANTS to anxious patients, will 
increase the anxiety....”' 


* ., this drug [ELAVIL] acted both as a tranquilizer and 


as an anti-depressant. ...”? Many physicians customar- 
ELAVIL ily treat anxious or depressed patients with a combina- 


tion of an antidepressant and a tranquilizer. This is 
seldom necessary when prescribing ELAVIL because it 
has both antidepressant and anti-anxiety properties. 
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effective in patients with depression... 
particularly useful in those with predominant symptoms 
of anxiety and tension...provides prompt relief of anaiety 
and insomnia associated with depression 


SPAN OF ACTIVITY OF PSYCHOACTIVE DRUGS 


TRANQUILIZERS ANTIDEPRESSANTS 


INDICATIONS: manic-depressive reaction — depressed phase; involutional melancholia; reactive depression; schizo- 
affective depressions; neurotic depressive reaction; and these target symptoms: anxiety; depressed mood; insomnia; 
psychomotor retardation; functional somatic complaints; loss of interest; feelings of guilt; anorexia. May be used whether 
the emotional difficulty is a manifestation of neurosis or psychosis,* and in ambulatory or hospitalized patients. +.5 
USUAL ADULT ORAL DOSAGE: Initial, 25 mg. three times a day, until a satisfactory response is noted. Many patients im- 
prove rapidly, although some depressed patients may require four to six weeks of therapy before obtaining maximum 
benefit. In severely depressed patients, as much as 150 mg. per day may be given. Maintenance, 25 mg. two to four times 
a day. Some patients may be maintained on 10 mg. four times a day. The natural course of depression is often many 
months in duration. Accordingly, it is appropriate to continue maintenance therapy for at least three months after the 
patient has achieved satisfactory improvement in order to lessen the possibility of relapse, which may occur if the 
patient’s depressive cycle is not complete. In the event of relapse, therapy with ELAVIL may be reinstituted. 

ELAVIL is not a monoamine oxidase (MAO) inhibitor. No evidence of drug-induced jaundice or agranulocytosis has been 
noted. Side effects (drowsiness, dizziness, nausea, excitement, hypotension, fine tremor, jitteriness, headache, heartburn, 
anorexia, increased perspiration, and skin rash), when they occur, are usually mild. However, as with all new therapeutic 
agents, careful observation of patients is recommended. As with other drugs possessing significant anticholinergic 
activity, ELAVIL is contraindicated in patients with glaucoma. 

SUPPLY: Tablets, 10 mg. and 25 mg., in bottles of 100. Injection (intramuscular), 10 mg. per cc., 10-cc. vials. 
REFERENCES: 1. Perloff, M. M., and Levick, L. J.: Clinical Med. 7:2237, Nov. 1960. 2. Freed, H.: Am. J. Psychiat. 117:455, Nov. 
1960. 3. Dorfman, W.: Psychosomatics 1:153, May-June 1960. 4. Ayd, F. J., Jr.: Psychosomatics 1:320, Nov.-Dec. 1960. 5. Barsa, 
J. A., and Saunders, J. C.: Am. J. Psychiat. 117:739, Feb. 1961. 


Before prescribing or administering ELAVIL, the physician should consult the detailed information on use accompanying the package or available on request. 


QED MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


CLAVIL 1S A TRADEMARK OF MERCK & CO., INC. 
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Cumulative Index to The Journal of the 
A.0.A., Volumes 1 through 55, page 5 


Union List of Osteopathic Books Held 
by Osteopathic Libraries, page 325 


Now available 
the first 50-year 
Cumulative Index 


and Union List 


A practical and long-needed aid to the osteopathic physician, student, historian, and research worker, 
the Cumulative Index lists original articles and editorials published in The Journal of the American 
Osteopathic Association from September, 1901, to August, 1956. The Union List includes titles and 
authors of the books concerned with osteopathic medicine and books written by members of the 
osteopathic profession, which are in the libraries of the osteopathic colleges and the A.0.A. 


The price is $5.00. This low price has been made possible by the contribution from The Foundation 
for Research of the New York Academy of Osteopathy toward the cost of production. 


Send your order to the American Osteopathic Association, 212 East Ohio Street, Chicago 11, Illinois 


= | | 
the American 
Usteopathic 
Asso at 0 
| 
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In 1961, you, the nation’s physicians, will diagnose 
an estimated 70,000 cases of cancer of the colon and rectum. 
Although potentially this is a highly curable cancer, 

each year more than two thirds of such patients 

die of the disease. Thousands are lost needlessly. 

They could be saved by proper medical treatment of the disease, 
found by annual examination, in its presymptomatic 
and most curable stage. The regular health checkup 
and alertness to first symptoms are great life-savers. 
To help bring such patients to you in time, 
the American Cancer Society has developed 
a forceful, comprehensive public education 
program on cancer of the colon and rectum. 
The Society’s newest film, Life Story 
dramatizes for the public the importance 
of the inclusion of digital and 


PROCTOSCOPIC 
EXAMINATIONS 

IN THE ANNUAL 
HEALTH CHECKUPR 


In this, as in the preparation of all 

of its life-saving educational materials, 
the Society is aided by the best 
medical and lay experts available. 
The physician and the layman 
in the American Cancer Society 
are truly partners for life. 


® 


AMERICAN CANCER SOCIETY 
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The continuing clinical effectiveness 

of Terramycin therapy derives as always 
from its proven antibiotic characteristics- 
rapid absorption; notably wide distribution 
in body tissues and fluids; high, active 
urinary concentrations; and a broad 
anti-infective spectrum embracing even 
such a troublesome organism as Pseudomonas. 
Additionally, Terramycin therapy provides 
the assurance of a 10-year record of 
exceptional toleration. 


Cosa-Terram 


OXYTETRACYCLINE WITH GLUCOSAMINE 


IN BRIEF \_ 


that ensure broadly 
effective antibiotic therapy 


today’s oral form of Terramycin 


Cosa-Terramycin provides oxytetracycline 
(Terramycin®) with glucosamine for maxi- 
mum absorption. 


INDICATIONS: Because oxytetracycline is effec- 
tive against both gram-positive and gram- 
negative bacteria, rickettsiae, spirochetes, 
large viruses, and certain parasites (amebae, 
pinworms) , Cosa-Terramycin is indicated in 
a great variety of infections due to suscepti- 
ble organisms, e.g., infections of the respira- 
tory, gastrointestinal,.and genitourinary 
tracts, surgical and soft-tissue infections, 
ophthalmic and otic infections, and many 
others, 


ADMINISTRATION AND DOSAGE: Adults: ! 
Gm. of oxytetracycline daily in four divided 
doses is usually effective. In severe infections, 
a larger dosage (2-4 Gm. daily) may be in- 
dicated. Infants and children: 10-20 mg. of 
oxytetracycline per lb. of body weight daily. 
Certain diseases are treated in courses. 


SIDE EFFECTS AND PRECAUTIONS: Antibiotics 
may allow overgrowth of nonsusceptible 
organisms — particularly monilia and resist- 
ant staphylococci. If this occurs, discontinue 
medication and institute indicated suppor- 


tive therapy and treatment with other ap- 
propriate antibiotics. Aluminum hydroxide 
gel has been shown to decrease antibiotic 
absorption and is therefore contraindicated. 
Glossitis and allergic reactions are rare. 
There are no known contraindications to 
glucosamine. 


SUPPLIED: Cosa-Terramycin Capsules, 250 
mg. and 125 mg. Terramycin is also avail- 
able in: Cosa-Terrabon® Oral Suspension, 
a palatable preconstituted aqueous suspen- 
sion containing 125 mg. per 5 cc. teaspoonful, 
bottles of 2 oz. and 1 pint; Cosa-Terrabon® 
Pediatric Drops, a palatable preconstituted 
aqueous suspension containing 5 mg. per 
drop (100 mg. per cc.), bottle of 10 cc. with 
calibrated plastic dropper; and Terramycin 
Intramuscular Solution, conveniently pre- 
constituted, in the new 10 cc. multi-dose 
vial, 50 mg. per cc., and in 2 cc. prescored 
glass ampules, containing 100 mg. or 250 
mg., packages of 5 and 100. In addition, a 
variety of other systemic and local dosage 
forms are available to meet specific thera- 
peutic requirements. 

More detailed professional information available on request. 


Science for the world’s well-being® Pfizer) PFIZER LABORATORIES Division, Chas. Pfizer @ Co., Inc. Brooklyn 6, New York 
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in allergies smoot, 


continuous control of allergic symptoms—relief in minutes for hours, with 
virtually no side-effects. And there is a dosage form for every allergic patient. 


Pulvules® Suspension + Pediatric Pulvules 
Co-Pyronil 


(pyr d, Lilly) 
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Conventions and 


meetings 


American College of Osteopathic Sur- 
geons, annual clinical assembly, Denver 
Hilton Hotel, Denver, Colo., October 
29-November 2. Executive Secretary, 
Charles L. Ballinger, Box 40, Coral 
Gables, Fla. 


American Osteopathic Association, 
Board of Trustees, July 5-8, Drake 
Hotel, Chicago; House of Dele- 
gates, July 9-12, Drake Hotel, 
Chicago. Sixty-Sixth Annual Con- 
vention, Las Vegas, Nev., January 
15-18. Program Chairman, W. 
Clemens Andreen, Andreen Clinic, 
1475 Ford Ave., Wyandotte, Mich. 


Canadian Osteopathic Association, an- 
nual meeting, Lord Simcoe Hotel, Toron- 
to, October 5-7. Program Chairman, 
Norman W. Routledge, 15 Ursuline Ave., 
Chatham, Ont. Secretary, Miss Joyce S. 
Currie, 609 Medical Arts Bldg., Montreal 
25, Quebec. 


Central States Osteopathic Society of 
Proctology, annual meeting, Oliver Hotel, 
South Bend, Indiana, September 22-24. 
Program Chairman, William J. Blackler, 
48 W. 28th St., Grand Rapids 9, Mich. 
Secretary, Lloyd B. Hoxie, 39011 Harper, 
Mt. Clemens, Mich. 


Eastern States Osteopathic Society of 
Proctology, annual meeting, Marriott Mo- 
tor Hotel, Washington, D.C., November 
4-5. Program Chairman, Felix D. Swope, 
1028 Connecticut Ave., N.W., Washing- 
ton 6, D.C. Secretary, LeRoy W. Love- 
lidge, Jr., 201 E. Orange St., Lancaster, 
Pa. 


Florida, annual meeting, Carillon Ho- 
tel, Miami Beach, October 2-4. Execu- 
tive Director, Mr. Barton K. Johns, 5009 
Central Ave., Tampa 3. 


Idaho, see Utah. 


Kansas, annual meeting, Broadview 
Hotel, Wichita, September 23-27. Pro- 
gram Chairman, Irwin J. Conant, Box 
125, Meriden. Executive Secretary, Mr. 
Lloyd L. Hall, 823 W. 10th St., Topeka. 


Louisiana, annual meeting, Hotel Mon- 
teleone, New Orleans, October 12-14. 
Program Chairman, Carl E. Warden, 827 
Hodges St., Lake Charles. Secretary, V. 
L. Wharton, 406-07 Weber Bldg., Lake 
Charles. 


Maine, annual meeting, Hotel Samoset, 
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BARD-PARKER 


CARBON 


SHARP at equal hardness—carbon holds its cutting edge 


longer. 


RIGID the ‘RIB’—exclusive with the B-P RIB-BACK car- 
bon steel blade gives extra rigidity. Rolling.a ‘rib’ on 


stainless is difficult and too costly. 


SAFE danger of breakage during surgery is minimized— 
carbon has a greater degree of toughness without em- 


brittlement. 


STAINLESS 


CORROSION RESISTANT will not corrode when subjected to 


a reasonable period of thermal sterilization. 


ECONOMICAL resterilization of exposed but unused blades 


eliminates ‘discards’—saves costs. 


TIME-SAVING may be attached to handles for emergency 
use in put-ups involving cardiac arrest, tracheotomy, 
paracentesis, or wherever pre-assembly is necessary. 


stainless steel individual package) 


Sterile %-P RiB-BACK carbon steel {individual package) 


(BP) BARD-PARKER COMPANY, INC. 
BP DANBURY. CONNECTICUT 


STERILE BLADES 


per package) 
B-P RACK-PACK RIB-BACK carbon steel (gross 
half gross units of one size} 


A OIVISION OF BECTON, DICKINSON ANO COMPANY 


Rockland, June 22-24. Executive Direc- 
tor, Mr. George R. Petty, Monmouth. 


New Jersey, clinical conference, Cher- 
ry Hill Inn, Delaware Township, Septem- 
ber 24. Executive Secretary, Mr. R. P. 
Chapman, 1212 Stuyvesant Ave., Tren- 
ton 8. 


New York, annual meeting, Sheraton 
Atlantic Hotel, New York City, October 
13-14. Program Chairman, George F. 
Johnson, 353 77th St., Brooklyn 9. Ex- 
ecutive Secretary, C. Fred Peckham, 38 
E. Bridge St., Oswego. 


North Carolina, annual meeting and 
refresher course, Battery Park Hotel, 
Asheville, October 26-28. Program Chair- 


man, Joseph H. Huff, Box 1177, Burling- 
ton. Secretary, Walter C. Eldrett, 310 S. 
Main St., Hendersonville. 


Osteopathic College of Ophthalmolo- 
gists and Otorhinolaryngologists, annual 
meeting, American Hotel, Bal Harbour, 
Fla., September 26-28. Executive Secre- 
tary, Arthur A. Martin, Box 222, Kirks- 
ville, Mo. 


Pennsylvania, midyear refresher course, 
Hotel Hershey, Hershey, October 13-15. 
Executive Secretary, Mr. Thomas M. 
Fogarty, 1941 Market St., Harrisburg. 


Utah, Idaho and Wyoming, annual 


meeting, Ambassador Club, Salt Lake 
City; June 23-25. Program Chairman, 
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Caroid and Bile Salts Tablets correct constipation physiologically by aiding 
protein digestion, increasing the flow of bile into the gut, and stimulating 
peristalsis. Fk two tablets two hours after breakfast and at bedtime. 


Caroid’& Bile Salts Tablets -digestant-choleretic -laxative. 


American Ferment Division, Breon Laboratories, Inc., New York 18, New York 
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a course of 
Anabolic Therapy... 


stimulates appetite, 
strength, vitality 


builds vital protein tissues — 


improves mood 


Muscle* and outlook, 
increased size and strength physiologically 
Bone* 


combats demineralization, 
rebuilds stroma 


Durabolin 


(nandrolone phenpropionate injection, Organon) 


the safest and most potent sustained anabolic therapy 


1. virtually free of virilizing effects 3. under your direct control 
2. sustained over 7-14 days 4. no adverse effect on liver function 


to improve mood and outlook; restore appetite strength and vitality; relieve pain; stimulate 
gain in solid muscular weight; hasten recovery. Your patient feels better because he is better. 


Indications: anorexia, chronic fatigue and post- (box of 3). New Durabolin-50 (50 mg. nan- 

viral debility, osteoporosis, mammary cancer, drolone phenpropionate/cc.) in 2-cc. vials. 

pre- and post-surgery, severe burns and trauma, 1. 1; Osol G. E., The Dispensatory ofthe 
iti e pincott, lelphia 


50 mg., i.m.; then 25 to 50 mg., i.m., weekly for Medical Practice, ed 7, The Avilliams and Wilkins Co., 
twelve weeks. Children: 2-13 years—25 mg., i.m., 
every 2 to 4 weeks. Infants: half children’s dose. 


Supplied: DURABOLIN (25 mg. nandrolone phen- Organon Inc., W. Orange, N. J. 
propionate/cc.) in 5-cc. vials and 1-cc. ampuls 
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THE STANDARDIZED 


NORMAZY 


a major research breakthrough provides a NEW TYPE of product for complete nutritional control. 


A-90 


Promotes 


NORMAL 
DIGESTION 


a-amylase 


digests starch = Provides 


protease PROPER 


breaks down protein 


in the stomach and NUTRITION 


upper intestine 

lipase & bile salts 

reduce fats in the lower intestine 
cellulase 

degrades and softens the fibre and 
bulk which so often cause gas, 
distention and epigastric distress. 


GLENDALE 1, CALIFORNIA 


Inc. 


the b vitamins 
B,, Bo, Bg, By. and Niacinamide, Calicum 
Pantothenate, Choline Bitartrate 


the c vitamins 

C and Citrus bioflavonoid complex. 
the oil soluble vitamins 

vitamins A, D, E 

the essential minerals 

Calcium, Phosphorus, Iron and Iodine 
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Depo-Medrol was administered intra-articularly to 118 patients 
(250 injections) for disorders including rheumatoid arthritis, 
osteoarthritis, epicondylitis, and tendinitis. 

Relief of pain and swelling was marked or complete in 104 of 
the 118 (88.1%) ; duration of response to a single injection was 
more than three weeks in 89 patients (75.4%) and more than six 
weeks in 39 of these.’ “Post-injection flare-up was practically 


non-existent.””* 


Indications and dosages 


Intra-articular, intrabursal and intra- 
tendinous injections of Depo-Medrol 
are useful for sustained anti-inflamma- 
tory effect and symptomatic relief in 
rheumatoid arthritis, osteoarthritis, 
bursitis, tendinitis, epicondylitis and 
other rheumatic disorders. 

Intra-articular dosage depends on 
the size of the joint and the severity of 
the condition. Injections may be re- 
peated, if necessary, at intervals of one 
to five weeks. A suggested dosage 
guide: Large joint, 20 to 80 mg.; me- 
dium joint, 10 to 40 mg.; pe joint, 
4 to 10 mg. 

For administration directly into 
bursae, dosage may be 4 to 30 mg. (re- 
peat injections are usually not needed). 

For injection into the tendon sheath, 
4 to 30 mg. is a usual range (in recur- 
rent or chronic conditions, repeat in- 
jections may be needed). 


Precautions 


Depo-Medrol for local effect is contra- 
indicated in the presence of acute 
infectious conditions. Infrequently, 
atrophic changes in the dermis may 
form shallow depressions in the skin 
at the injection site, but these usually 
disappear in a few months. 
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Depo-Medrol 40 mg. per cc. 
Each cc. contains: 
Medrol (methylprednisolone) 

Polyethylene glycol 4000 ... 29 mg. 
Sodium chloride ...... 
Myristyl-gamma-picolinium 

chloride ........ 
Water for injection ........ q.8. 
Supplied: 1 cc. and 5 cc. vials 
20 mg. per cc. 

Each cc. contains: 
Medrol (methylprednisolone) 

Polyethylene glycol 4000 ... 

dium chloride ....... -++. 8.9 mg. 
Myristyl-gamma-picolinium 

chloride ...... 
Water for injection ........ q.8. 


Supplied: 5 cc. vials 

1. Norcross, B. M., and Winter, J. A.: 
Methylprednisolone acetate: a single 
preparation suitable for both intra- 
articular and systemic use, New York 
J. Med. 61:552 (Feb. 15) 1961. 
"Trademark, Reg. U. S. Pat. Off. 
methylprednisolone acetate, Upjohn 


The Upjohn Company, Kalamazoo, Michigan 


relief 
within 
hours... 
lasting 
for 
weeks 


Depo- 
Medrol 
intra- 
articularly 


COPYRIGHT 1961, THE UPJOHN COMPANY 
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with a. 


A aim 


specifically designed to 
Just as a medical instrument is engineered for 
maximum efficiency in performing its specific 
function, BewyLIN® ExpecToRANT is formulated to 
provide effective relief of cough associated with 
colds or allergy. 


This outstanding antitussive action of BENYLIN 
EXPECTORANT is attributed to a carefully selected 
combination of therapeutic agents. Benadryl,® a 
potent antihistaminic-antispasmodic, reduces 
bronchial spasm, quiets the cough reflex, and less- 
ens nasal stuffiness, sneezing, lacrimation, itch- 
ing, and other allergic manifestations. Concurrent 
respiratory congestion is relieved by expectorant 
agents that efficiently break down tenacious 
mucosal secretions. In addition, a demulcent 
action soothes irritated throat membranes. sos: 


designed 
specific 


elp control 


BENYLIN EXPECTORANT is a pleasant-tasting, 
raspberry-flavored syrup... completely ac- 
ceptable to patients of all ages. 

supplied: sENYLIN EXPECTORANT is available 
in 16-ounce and 1-gallon bottles. 


Each fluidounce contains: 80 mg. Benadryl 
hydrochloride (diphenhydramine hydrochio- 
ride, Parke-Davis); 12 gr. ammonium chloride; 
5 gr. sodium citrate; 2 gr. chloroform; 1/10 gr. 
menthol; and 5% alcohol. tndications: Relief 
of coughs due to colds, and other symptoms 
associated with colds, and coughs of allergic 
origin. Dosage: Adults—1 to 2 teaspoonfuls 
every three to four hours. Children—% to 1 
teaspoonful every four hours. Precautions: 
Products containing Benadryl should be used 
cautiously with hypnotics or other sedatives; 
if atropine-like effects are undesirable; or if 
the patient engages in activities requiring 
alertness or rapid, accurate response (such 
as driving). : 


PARKE-DAVIS 


PARKE, OAVIS & COMPANY, Detrot 32, Michigan 


| rug . | Utah 
Mar 
Rice 
Kai 
Pro 
q Bo: 
; Ca 
= 
\ 
| 


Wilford G. Hale, 506 W. 2nd St., Logan, 
Utah. Secretary, Clarence E. Hyatt, 144 
E. 5th North St., Provo, Utah. 


Vermont, annual meeting, in the Man- 
chester area, September 27-28. Program 
Chairman, Mason B. Barney, Box 336, 
Manchester Center. Clerk, Marian N. 
Rice, 8 Court St., Windsor. 


Western States Osteopathic Society of 
Proctology, annual meeting, Princess 
Kaiulani Hotel, Honolulu, October 9-12. 
Program Chairman, George W. Diver, 
Box 180, Elsa, Texas. Secretary, Marcus 
Gerlach, 2015 State St., Santa Barbara, 
Calif. 


Wyoming, see Utah. 


State and 


national boards 


Alabama examinations June 20-22. 
Address D. G. Gill, M.D., secretary, 
Board of Medical Examiners, State Office 
Bldg., Montgomery 4. 


Alaska basic science examinations 
given on request. Address R. Harrison 
Leer, M.D., secretary, Board of Exam- 
iners, Alaska Office Bldg., Juneau. 


Arizona Those interested in pro- 
fessional examinations should contact 
Russell Peterson, D.O., secretary, Osteo- 
pathic Board of Registration and Exami- 
nation in Medicine and Surgery, 2747 E. 
McDowell Rd., Phoenix 22. 

Basic science examinations September 
19 at the University of Arizona, Tucson. 
Address Millard G. Seeley, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, University of Arizona, Tucson. 


Colorado basic science examina- 
tions in June. Address Esther B. Starks, 
D.O., secretary, Basic Science Board, 
1459 Ogden St., Denver 18. 


Connecticut examinations July 11- 
12. Address Frank Poglitsch, D.O., sec- 
retary, Osteopathic Examining Board, 
300 Main St., New Britain. 


Delaware examinations July 11-13. 
Address Joseph S. McDaniel, M.D., sec- 
retary, Board of Medical Examiners, Pro- 
fessional Bldg., Dover. 


Georgia examinations July 4. Ad- 
dress Mr. C. L. Clifton, joint secretary, 
State Examining Boards, 224 State Capi- 
tol, Atlanta. 


Hawaii For information on exami- 
nation dates write to Richard Y. Kodama, 
D.O., secretary, Board of Osteopathic 
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stops itch quickly and safely 


—protects against scratching! 
For any kind of itch—poison ivy, insect bites, heat rash—use CALMITOL 


first.Cooling, soothing CALMITOL ointment stops itching on contact, is safe 
even for children’s delicate skin. Recommend CALMITOL, and keep it handy 
at home or for your own vacation. At drugstores: 114-oz. tubes, 1-lb. jars. 


THOS. LEEMING & Co., INc., New York 17 


Examiners, 926 Keeaumoku St., Hono- 
lulu 14. 


Illinois examinations in July. Ap- 
plications must be filed by the middle 
of June. Address Mr. Frederic B. Selcke, 
superintendent, Department of Registra- 
tion and Education, Capitol Bldg., Spring- 
field. 


Iowa basic science examinations 
July 11 at the Capitol Building, Des 
Moines. Address Elmer W. Hertel, Ph.D., 
secretary, Board of Basic Science Exam- 
iners, Wartburg College, Waverly. 


Massachusetts = examinations July 11. 
Address David W. Wallwork, M.D., sec- 


retary, Board of Registration in Medi- 
cine, Room 37, State House, Boston 33. 


Michigan examinations September 
12-14. Applications must be filed by Sep- 
tember 1. Address Roy G. Bubeck, Jr., 
secretary, Board of Osteopathic Registra- 
tion and Examination, 2851 Clyde Park 
Ave., S.W., Grand Rapids 9. 


Nevada basic science examinations 
July 4. Address Kenneth C. Kemp, Ph.D., 
secretary, Board of Examiners in the 
Basic Sciences, Box 9355, University of 
Nevada, Reno. 


New Hampshire examinations Sep- 
tember 13-16 at Concord. Address Ed- 
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| Three of these women have vaginitis (trichomonal, monilial 
| or mixed). Only comprehensive therapy can reach all three. 


For every 2 cases of vaginitis caused by Trichomonas vaginalis alone, there is usually 1 case caused by 
Candida (Monilia) albicans, Haemophilus vaginalis, or mixed infection involving several pathogens. 

You can reach all of these vaginitis patients with the comprehensive vaginal preparation effective against 
C. albicans, H. vaginalis and other bacterial pathogens, in addition to T. vaginalis. 


1. Powper for weekly application in your office: FUROXONE® (furazolidone) 0.1% and Micorur® (nifuroxime) 0.5%, in an acidic water- 
dispersible base. 15 Gm. plastic squeeze bottle. 2. Suppostrorigs for continued home use: first week 1 in the morning and 1 on retiring, 
After first week, 1 at night may suffice. Continue treatment during menses and throughout menstrual cycle and for several days there- 
after. Contain Micorur 0.375% and Furoxone 0.25% in a water-miscible base. Boxes of 12 or 24 suppositories with applicator. 


@ 1.Coolidge,C. W.; Glisson,C.S.,Jr.,and Smith, A.A.:J.M.A. Georgia 
| 48:167 (Apr.) 1959. 2. Ensey, J.E.:Am.J. Obst. & Gynec. 77:155 (Jan.) 1959, 
RON 3.Frech, H.C.,and Lanier, L.R., Jr.:J.M.A. Georgia 47:498 (Oct.) 1958, 
EATON LABORATORIES @ 
Division of The Norwich Pharmacal Company 

} NORWICH, NEW YORK 
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when emotions interfere 
with medical management 


you have a choice 
of tried, proved, effective 
WYETH ataractic 
agents for flexible 
therapy 
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relaxes the tense, anxious patient 


Now Wyeth announces a new, continuous release dosage 
form of meprobamate—EQuaNIL L-A Capsules. An easy- 
to-follow b.i.d. dosage regimen provides your patients 
with uninterrupted drug action for prolonged periods. 


EQUANIL is a preferred agent for treating anxiety and 
tension: predictable in action, well tolerated. 


Indicated for your patients displaying mild to moderate 
emotional and physical problems, which are expressed as: 


e simple anxiety 
e a symptom complex accompanying medical disorders 
and surgical procedures 


e muscle spasm, as in musculoskeletal disorders such as 
rheumatic conditions 


No ataxia, extrapyramidal symptoms, undue sedation, or \ 
significant effect upon mental or physical performance. | 
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NEW 


convenient, 


long-acting dosage form 


CAPSULES 


Detailed Information on 


EQUANIL® and EQUANIL’ L-A 


Meprobamate, Wyeth 


EQuaNnl has been proved effective as a skeletal muscle relaxant and 
in the management of anxiety and tension occurring either alone or 
as an accompanying symptom complex to medical disorders. 
Although not a hypnotic, Equanit fosters normal sleep through 
both its antianxiety and muscle-relaxant properties. 


Equant is beneficial in relieving anxiety and emotional stress in 
the psychosomatic disorders—allergy, dermatoses, cardiovascular 
= ne disease, gastrointestinal disorders, and tension 


Directions: Initial and usual adult dose of EQUANIL is 400 mg., given 
3 or 4 times daily. This will usually be sufficient in the management 
of simple anxiety and tension or, adjunctively, in anxiety and 
tension complicating medical disorders and surgical procedures. 
Doses above 2400 mg. daily are not recommended, even though 
higher doses have been used by some investigators. Elderly patients 
usually tolerate EQUANIL well. 


In children 3 years of age and older, the initial dosage is 100 to 
200 mg. 2 or 3 times a day. Dosage may be increased as necessary 
daily dosage of 2.4 Gm. being well tolerated by older peal 
Infants with cerebral palsy have been given EQUANIL from 3 months 
of age in daily doses of 125 to 400 mg. 


NEW EQUANIL L-A 


Equant L-A capsules, 400 mg., may be given 
twice daily where prolonged effects are required 
and ease of administration is desirable. The 
average adult daily dose is 1 capsule twice a 
day although a dosage range up to two cap- 
sules twice a day may be required by certain 
patients. 


: Careful supervision of dose and amount prescribed is 
advised, especially for patients with a known propensity for taking 
excessive quantities of drugs. Excessive and prolonged use in 
susceptible persons (alcoholics, former addicts, and other severe 
psychoneurotics) has been reported to result in ‘dependence on the 
drug. Where excessive dosage has been continued for weeks or 
months, dosage should be reduced gradually rather than abruptly, 
since withdrawal of a “crutch” may precipitate withdrawal reactions 
of greater proportions than those for which the drug was originally 
prescribed. Abrupt discontinuance of doses in excess of the recom- 
mended dose has occasionally resulted in epileptiform seizures. 


Special care should be taken to warn patients taking meprobamate 
that their tolerance to alcohol may be lowered with resultant slowing 
of reaction time and impairment of judgment and coordination. 


Precautions: Serious side effects have rarely been encountered follow- 
ing the administration of EquaniL. Drowsiness may occur, par- 
Gowady early in the course of Equanit therapy, but, as a rule, 
disappears as therapy is continued. Should drowsiness persist, it 
can usually be controlled by decreasing the dose; occasionally it 
may be desirable to administer central stimulants such as ampheta- 
mine or mephentermine sulfate (WyYAMINE® Sulfate, Wyeth), con- 
comitantly with EQuANIL. 


The only serious side effects reported to attend use of meprobamate 
are rarely encountered allergic reactions. Such response is developed, 
as arule, in patients who have had only 1 to 4 doses of meprobamate 
and have not had previous contact with the drug. Previous history 
of allergy does not appear to be related to the incidence of reactions. 


Mild reactions are characterized by an itchy urticarial or erythema- 

tous, maculopapular rash, which may be generalized or confined to 

the groins. Acute nonthrombocytopenic purpura with cutaneous 

peripheral edema and fever have also 
reported. 


More severe cases, observed only very rarely, may also have fever, 
fainting spells, angioneurotic edema and bronchial spasms. Treat- 
ment consists of the administration of epinephrine, antihistamine 
and, possibly, hydrocortisone. EQUANIL should be stopped and 
reinstitution of therapy should not be attempted. 


For further information on prescribing and administering EQUANIL 
and Equanit L-A, see descriptive literature, available on request. 


Wyeth Laboratories Philadelphia 1, Pa. 
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calms the moderately disturbed patient 


PROZINE reduces motor excitability, apprehension, agitation, anxiety and tension. It is for 
patients in the middle range of the spectrum of emotional disturbances. For the patient who 
has not responded satisfactorily to meprobamate. 


Indicated for your patients displaying moderate to moderately 
severe emotional problems resulting in anxiety expressed as: 

e abnormal behavior in children, adolescents, and senile patients 
@ secondary reactions to acute or chronic disease 

e moderate to severe psychoneuroses 


e somatic disorders such as headache, vertigo, nausea and vomiting, 
muscle spasm, insomnia 


e mild psychoses 
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WITH NEW 
HALF-STRENGTH CAPSULES 


titration of dosage can be accom- 
plished easily. The halved-dose of 
PROZINE is especially useful with pa- 
tients who experience undue drowsi- 
ness on full dosage during the initial 
therapy period of 72 hours or who re- 
quire lesser amounts of PROZINE for 


maintenance therapy. 


Detailed Information on 


PROZINE® 


Meprobamate and Promazine Hydrochloride, Wyeth 


FULL-STRENGTH AND NEW HALF-STRENGTH 


PROZINE is indicated in the management of: (1) primary 
organic disease with emotional overlay of anxiety, tension, 
apprehension, and agitation: these symptoms are often ob- 
served in conjunction with peptic ulcer, gastrointestinal tension 
states, cardiovascular disease, hypertension, dermatitis, aller- 
gic rhinitis, arthritis, carcinoma, tuberculosis, premenstrual 
tension, muscular spasm and injury; (2) gastrointestinal dis- 
turbances, nausea, and vomiting associated with emotional 
stress ; (3) chronic alcoholism; (4) functional emotional prob- 
lems associated with marked anxiety, apprehension, tension 
headaches, vertigo and muscle spasm; (5) behavioral problems 
in children, adolescents and senility; (6) behavioral disorders 
associated with psychotic illness, manifest by such symptoms 
as belligerence, confusion, delusions, insomnia, hyperactivity, 
fear and depression; (7) nighttime sedation ; and (8) depression 
associated with anxiety and tension. 


Directions: The usual dosage is 1 or 2 full-strength capsules, 
3 or 4 times daily. For nighttime sedation, 2 capsules. If drow- 
siness is troublesome in the first 72 hours of treatment, a 
reduction of dosage may be indicated. 


NEW HALF-STRENGTH CAPSULES 

In patients unduly responsive to PROZINE, 

doses of 1 to 2 half-strength capsules 2 or 3 

times a day may be indicated. 
Promazine enhances analgesics and central nervous system de- 
pressants, and such agents, when required, should be given in 
reduced doses. 
Precautions: The incidence of agranulocytosis with proma- 
zine is less than 0.001%, and usually has been observed only in 
patients who have taken high doses of promazine for prolonged 
periods. However, symptoms of fever and sore throat should be 
reported and diagnosis confirmed by white blood cell count and 
differential smears. Intermittent hematological examinations 
should be made on all patients taking Prozine for prolonged 
periods. Excessive and prolonged use of meprobamate in sus- 
ceptible persons (alcoholics, former addicts, and other severe 
psychoneurotics) has been reported to result in dependence on 
the drug. In such cases, reduce dosage gradually to avoid with- 
drawal reactions and possible epileptiform seizures. Gross 
overdosage of ProziNeE may result in hypotension. When a 
sympathomimetic agent is indicated, norepinephrine is rec- 
ommended, since promazine reverses the effect of epinephrine. 
In cases of allergic reactions, PROZINE should be discontinued. 
It has been reported that patients may develop hepatic dys- 
function when taking promazine if chlorpromazine had pre- 
viously been given. This reaction may occur even though not 
evident during chlorpromazine therapy. Seizures, reported as 
occurring during promazine therapy, occur usually only with 
rapid large increases in dose to levels greater than 1 Gm. 
daily, or when the patient has a history of epilepsy inade- 
quately controlled with anticonvulsant therapy. 
Contraindications: Do not use PRozINE in comatose states 
caused by alcohol, barbiturates, opiates, etc., or when a drop 
in blood pressure is undesirable. 
For further information on prescribing and administering 
PROZINE, see descriptive literature, available on request. 


Wyeth Laboratories Philadelphia 1, Pa. 
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controls the acutely agitated patient 


SPARINE is a versatile agent for the control of acute manifestations 

of severe mental and emotional disturbances. 

Indicated for the prompt management of your patients displaying: 

e central nervous system excitation, apprehension, or acute 
agitation 

e postalcoholic syndrome, including delirium tremens and acute 
hallucinosis 

e symptoms of drug withdrawal 

e anxiety, pain, nausea, vomiting, hiccups during medical 
emergencies 

With SPARINE in your bag, you are always prepared to cope 

with emergencies such as acute alcoholism and severe emotional 

disturbances. Useful in maintaining control. 
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Sparine 


HYDROCHLORIDE 
INJECTION 

TABLETS 

SYRUP 


Detailed Information on 


SPARINE”® 


HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 


SPARINE effectively controls central nervous system excitation, allays 
apprehension and anxiety, calms the agitated patient and is a useful 
adjunct to the management of mental and emotional disturbances. 
It is effective in the management of alcohol-induced syndromes 
(delirium tremens, acute hallucinosis, acute tremulousness, inebria- . 
tion) as well as the withdrawal symptoms of drug addiction. Both 
acute and chronic psychiatric illnesses respond to Sparing therapy. 
Sparing has been found to be useful in the management of nausea 
and vomiting of either central nervous system or gastric reflex 
origin. SPARINE effectively facilitates the action of analgesics and 
central nervous system depressants. It has been used as an adjunct to 
surgical sedation, allaying apprehension and reducing the dosage 
requirements for narcotics, analgesics and sedatives. SPARINE may 
be used as an aid in diagnostic and therapeutic regimens. Such non- 
specific symptoms as anxiety, pain, vomiting, nausea and hiccups 
frequently make more difficult both diagnosis and therapy of organic 
disease. SpaRINE allays such symptoms without masking physical, 
neurological or laboratory findings. 


Directions: For maximal therapeutic benefit the amount, route of 
administration and frequency of dose should be governed by the 
severity of the condition treated and the response of the patient. 
Oral administration should be used whenever possible; parenteral 
administration should be reserved for uncooperative patients or 
when nausea and vomiting interfere with oral administration. 
SPARINE when used intravenously should not exceed a concentration of 
25 mg. per cc.; injection should be given slowly. Dilute 50 mg. per cc. 
concentration with equivalent volume of physiological saline before 
1.V. use. Avoid injection around or into the wall of the vein. Inject 
only into vessels previously undamaged by multiple injections 
or trauma. 

In the management of acutely agitated patients, SPARINE should be 
given I.V. in initial doses of 50 to 150 mg. If the desired calming 
effect is not apparent within 5 to 10 minutes, additional doses up to 
a total of 300 mg. may be given. (/n the acutely inebriated patient, the 
initial dose should not exceed 50 mg.) Once the desired effect is 
obtained, Sparing may then be given I.M. or orally in maintenance 
doses of 10 to 200 mg. at four to six hour intervals. In less severe 
disturbances, initial oral therapy may be satisfactory. When tablet 
medication is unsuitable or refused, SPARINE Syrup may be used. 


As an antiemetic, usual dose is 25 to 50 mg. repeated at four to six 
hour intervals. When oral route is not feasible, 50 mg. I.V. or ILM. 
will usually control the symptom, but oral medication should be 
initiated as soon as feasible. In medical emergencies, to allay appre- 
hension and facilitate diagnosis or therapy, Sparine should be given 
LV., LM. or orally in 50 to 200 mg. doses. See direction circular for 
details. In the management of pain associated with malignancy or 
chronic disease, SPARINE may be administered orally or I.M. in 
25 to 50 mg. doses repeated at four to six hour intervals to allow for 
reduced dosage of analgesics, 


Precautions: Although rare, drowsiness, dizziness and transitory 
postural hypotension may occur. If a vasopressor drug is indicated, 
norepinephrine is recommended, since SPARINE reverses the effect of 
epinephrine. Agranulocytosis has been reported in only 18 cases in 
me 314 million patients. If, however, signs of cellular depression 
—sgore throat, fever, malaise—become evident, discontinue SpARINE, 
check white blood cell count, and initiate antibiotic and other suit- 
able therapy if indicated. Seizures, reported as occurring during 
Sparine therapy, occur usually with rapid large increases in dose 
and at a daily dosage above 1 Gm. Caution must be exercised when 
administering SpARINE to patients with a history of epilepsy. There 
are reports in the literature indicating that patients may develop 
jaundice and/or liver dysfunction when taking promazine if they 
tae previously taken chlorpromazine even though they did not 
show jaundice during chlorpromazine therapy. Avoid perivascular 
extravasation or intra-arterial injection, as severe chemical irritation 
or inflammatory response may result, 


Because of its enhancing action on analgesics and central nervous 
system depressants, give them only in reduced dosage with Sparing. 
Do not use in comatose states due to central nervous system depres- 
sants (alcohol, barbiturates, opiates, etc.). Use with caution in 
patients with cerebral arteriosclerosis, coronary heart disease, or 
other conditions where a drop in blood pressure may be undesirable. 


For further information on prescribing and administering SPARINE, 
see descriptive literature, available on request. 


Wyeth Laboratories Philadelphia 1, Pa. 
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WHAT'S INEW) AND SPECIFIC 
FOR INTERMITTENT 
CLAUDICATION 


INCREASES AND MAINTAINS BLOOD FLOW FOR 10-12 HOURS 

STRIKING RELIEF OF PAIN Roniacol Timespan eases the pain and markedly increases activity range in inter- 
mittent claudication.! Action: specific dilation of peripheral vessels.1 Result: Roniacol increases blood flow 
to ischemic extremities.24 Improved circulation also helps reduce the danger of gangrenes’7—a common 
complication of obliterative vascular disease. 


MORNING DOSE EFFECTIVE ALL DAY New, sustained-release Roniacol Timespan brings convenience and con- 
tinuity in the treatment of intermittent claudication—precludes forgotten midday doses, and permits day- 
long or nightlong symptomatic relief with one dose in the morning, another at night. 


NO CONTRAINDICATIONS—NEGLIGIBLE SIDE EFFECTS Unlike sympathetic blocking agents, Roniacol is selective 
—produces no cardiac stimulation, no hypotension, no gastrointestinal stimulation®®°—may be used safely 
in the presence of gastritis, peptic ulcer or coronary disease. Of 264 patients on Roniacol Timespan, only 
thirteen experienced side effects—none of them major.? 


RONIACOL TIMESPAN tablets are recommended for convenience of therapy in conditions associated with defi- 
cient circulation; e.g., peripheral vascular disease, including generalized arteriosclerosis, cerebral arterio- 
sclerosis, varicose ulcers, decubital ulcers, chilblains, diabetic endarteritis, Meniere’s syndrome and vertigo 
due to impaired cerebral circulation. 


DOSAGE—One or two Roniacol Timespan tablets in the morning and at night. 
SUPPLY—Tablets of 150 mg, in bottles of 50. When prolonged effects are not desired, prescribe Roniacol Tartrate tablets, 50 mg, or Roniacol 


Elixir, 50 mg per teaspoonful (5 cc). 

REFERENCES: 1. Reports on File, Roche Laboratories. 2. E. C. Texter, et al., Am. J. M. Sc., 224:408, 1952. 3. M. M. Fisher and H. E. Tebrock, New 
York J. Med., 53:65, 1953. 4. |. H. Richter, et al., New York J. Med., 51:1303, 1951. 5. S. S. Samuels and E. D. Padernacht, Angiology, 1:236, 1950. 
6. G. Kagan, Lancet, 2:53, 1959. 7. S. S. Samuels, Angiology, 1:46, 1950. 8. C. M. Castro and L. De Soldati, Angiology, 4:165, 1953. 9. R. M. N. Crosby, 
Am. J. M. Sc., 225:61, 1953. 10. J. Dosdos and G. E. Arnold, Eye Ear Nose & Throat Month., 38:1035, 1959. 

Roniacol® —brand of beta-pyridy! carbinol. Timespan® 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc * Nutley 10, N. J. 


RONIACOL 


Tartrate 


SAFE, SPECIFIC PERIPHERAL VASODILATOR IN THE NEW SUSTAINED-RELEASE FORM 
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maintains 
~ NORMAL 


DURA-TABS’ 


exclusive oral Sustained Medication* 
Quinidine Gluconate 5 gr. (0.33 Gm.) 


CARDIAC ARRHYTHMIAS” 


Maximum efficacy: maintains effective quinidine blood levels all day, all night. Better 
tolerated: because quinidine gluconate is 10 times as soluble as the sulfate, and only 
part of daily Dura-Tab dosage contacts gastric mucosa. Maximum convenience: given 
q. 12 h.—no night dosage needed. 


DOSAGE: for conversion of auricular fibrillation to normal sinus rhythm, in most cases, 2 Dura-Tabs 
3 or 4 times a day, for 2 to 3 days; longer periods are required in some patients. For maintenance, 
2 Dura-Tabs q. 12 h. in most patients... Bottles of 30, 100 and 250 Quinaglute Dura-Tabs. 

giving indications, cautions, etc., write 


WYNN PHARMACAL Pow 


CORPORATION age 821 
Lancaster Ave. at 51st St., Philadelphia, Pa. 


For SAMPLES and complete literature*-*° 


*U.S. Patent 
2,895,881 also available INJECTABLE QUINAGLUTE 


ward W. Colby, M.D., secretary, Board North Dakota examinations in July. 


of Registration in Medicine, State House, 
Concord. 


New Mexico basic science exami- 
nations July 16. Address Mrs. Marguerite 
Cantrell, secretary, Board of Examiners 
in the Basic Sciences, Box 1522, Santa 
Fe. 


North Carolina examinations first 
week in July at Raleigh. Address Joseph 
H. Huff, D.O., secretary, Board of Osteo- 
pathic Examination and Registration, 330 
W. Front St., Box 1177, Burlington. 
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Address M. J. Hydeman, D.O., secretary, 
Board of Osteopathic Examiners, 417% 
Broadway, Bismarck. 


Oregon examinations in July. Ad- 
dress Mr. Howard I. Bobbitt, executive 
secretary, Board of Medical Examiners, 
609 Failing Bldg., Portland 4. 


Pennsylvania examinations July 11- 
13 at the Philadelphia College of Oste- 
opathy, 48th & Spruce Sts., Philadelphia. 
Applications must be filed 15 days in 
advance, together with the intern training 


certificate. Address Mrs. Katherine M. 
Wollet, secretary, Bureau of Professional 
Licensing, 501 Education Bldg., Harris- 
burg. 


Puerto Rico examinations Septem- 
ber 5. Address Mr. Joaquin Mercado 
Cruz, secretary, Board of Medical Exam- 
iners, c/o Department of State, Box 3271, 
San Juan. 


Rhode Island examinations July 7- 
8. Address Mr. Thomas B. Casey, Admin- 
istrator of Professional Regulations, 366 
State Office Bldg., Providence. 

Basic science examinations August 9, 
Address Mr. Casey. 


South Carolina examinations June 
20. Address Ernest A. Johnson, D.O., sec- 
retary, Board of Osteopathic Examiners, 
Box 525, Summerville. 


South Dakota examinations July 
18-19. Address Mr. John C. Foster, ex- 
ecutive secretary, Board of Medical and 
Osteopathic Examiners, Room 300, First 
National Bank Bldg., Sioux Falls. 


Tennessee examinations in July at 
Nashville. Address M. E. Coy, D.O., 
secretary, State Board of Examination 
and Registration for Osteopathic Physi- 
cians, 1226 Highland, Jackson. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Ex- 
aminers, 62 S. Dunlap, Memphis 3. 


Utah examinations third week in 
September. Applications must be filed 10 
days prior to examinations. Address Mr. 
Frank E. Lees, director, Registration Di- 
vision, Department of Business Regula- 
tions, State Capitol, Salt Lake City 14. 


Washington examinations in July. 
Address Mr. Thomas A. Carter, secre- 
tary, Professional Division, Department 
of Licenses, Olympia. 

Basic science examinations in July. 
Applications must be filed 15 days prior 
to examinations. Address Mr. Carter. 


Wisconsin examinations in July at 
Milwaukee. Applications must be filed 2 
weeks prior to examinations. Address 
Thomas W. Tormey, Jr., M.D., secretary, 
Board of Medical Examiners, Room 28, 
115 So. Pinckney St., Madison 2. 


Alberta examinations in September 
at Edmonton. Address G. B. Taylor, act- 
ing registrar, Office of Registration, Uni- 
versity of Alberta, Edmonton. 


Reregistration 
of osteopathic licenses 


Before June 30—Delaware $20.00. 
Address Joseph S. McDaniel, M.D., sec- 
retary, Board of Medical Examiners, 
Professional Bldg., Dover. 


WHEN ADDITIONAL 
NUTRITIONAL SUPPORT 
IS REQUIRED 


ONE TABLET CONTAINS: 


Vitamins: 
5,000 USP Units 
0 
a 3.3 mg. 


5 from lonex-12* ...... 2.7 mcg. 
Niacinamide ......... 20 mg. 
d-Calcium Pantothenate . 3.3 mg. 
l ote cT 0 "of vitamin Bis (xa 
Minerals: 


Ferrous Fumarate .......... 2 gr. 
(provides 42 mg. elemental iron) 

Calcium Sulfate-anhydrous . . . .1190 mg. 

f! (provides 350 mg. calcium) 

Also trace minerals as follows: 

. , 0.25 mg.; manganese, 0.33 mg.; 

0.1 mg.; Magnesium, 1.67 mg.; 

nd potassium 1.67 mg. 

Neofactrin (B,. with intrinsic 
factor concentrate, non-inhibitory, 


| Dosage: 1 tablet daily or as directed— 
after meals. 


May be recommended or prescribed. 
8 . Bottles of 100 tablets 


and Economy Pack of 225 tablets. 


° 
3 


STUART COMPANY 
‘PASADENA, CALIFORNIA” 


- 
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now...prolonged antipruritic action | ! 
in a chewable tablet 1 

for chickenpox 

and other pruritic conditions |’ 


new...unique...pleasant-tasting 


tacaryl¢ 


chewable tablets 


METHDILAZINE, MEAD JOHNSON 


prolonged antipruritic /antiallergic action... 
not dependent on delayed intestinal release 


Itching in children can now be controlled on b.i.d. dosage with a long-acting! 
antipruritic/antiallergic chewable tablet your pediatric patients will enjoy taking. 


Tacaryl Hydrochloride is exceptionally valuable in alleviating many types of allergic and 
non-allergic pruritus. For example, in a group of children, 2 to 12 years of age, with 
atopic dermatitis, chickenpox, or contact dermatitis, 80 per cent obtained substantial 

or complete relief of their itching when treated with Tacaryl Hydrochloride. “No patient 
in this age group failed to show some degree of improvement.’”2 


Tacaryl Hydrochloride is also effective in controlling symptoms in a wide variety 
of allergic conditions,?*8 including hay fever and perennial rhinitis. 


dosage: One Chewable Tablet (3.6 mg.) twice daily, Adjustment of dose or interval may be 
desirable for some patients. 


contraindications: There are no known contraindications. 


side effects: Drowsiness has been observed in a small percentage of patients. Dizziness, nausea, 
headache, and dryness of mucous membranes have been reported infrequently. 


cautions: If drowsiness occurs after administration of Tacaryl Chewable Tablets or Tacaryl Hydrochloride, 
the patient should not drive a motor vehicle or operate dangerous machinery. Since Tacaryl Chewable 
Tablets or Tacaryl Hydrochloride may display potentiating properties, it should be used with caution 

for patients receiving alcohol, analgesics or sedatives (particularly barbiturates). Because of reports that 
phenothiazine derivatives occasionally cause side reactions such as agranulocytosis, jaundice and orthostatic 
hypotension, the physician should be alert to their possible occurrence...though no such reactions 

have been observed with Tacaryl Chewable Tablets. or Tacaryl Hydrochloride, 


supplied: Pink tablets, 3.6 mg., bottles of 100. 


references: (1) Lish, P. M.; Albert, J. R.; Peters, E. L., and Allen, L. E.: Arch. internat. pharmacodyn. 129:77-107 
(Dec.) 1960. (2) Howell, C. M., Jr.: North Carolina M. J. 21:194-195 (May) 1960. (3) Clinical Research Division, 

Mead Johnson & Company. (4) Wahner, H. W., and Peters, G. A.: Proc. Staff Meet. Mayo Clin. 35:161-169 (March 30) 1960. 
(5) Crepea, S. B.: J. Allergy 31:283-285 (May-June) 1960. (6) Crawford, L. V., and Grogan, F. T.: J. Tennessee M. A. 
53:307-310 (July) 1960. (7) Spoto, A. P., Jr., and Sieker, H. O.: Ann. Allergy 1$:761-764 (July) 1960. 

(8) Arbesman, C. E., and Ehrenreich, R.: New York J. Med. 61:219-229 (Jan. 15) 1961. MARCH, 61. 347R64 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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SWISS TESTS INDICATE DENTAL CARIES IN . 
CHILDREN CAN BE REDUCED AS MUCH AS |” 
84.8% WITH CONTROLLED USE OF SODIUM, 
FLUORIDE TABLETS* 


IN YOUR PRACTICE, SUGGEST ... 


Utereture to 
PATENT PENDING 
180 Tablets 


te Lovie 


FOR THE INDIVIDUAL SYSTEMIC CONTROL 
OF DENTAL CARIES IN CHILDREN 


Thousands of physicians and dentists are prescribing KARIDIUM for use 
in rural areas; in cities where community fluoridation has not begun; 
and for patients where rampant caries is a serious problem. It has 
also been used with success, prenatally. 

For HOME FLUORIDATION, one tablet (or 8 drops liquid Karidium) in a 
quart of water provides the recommended fluoride concentration — 
one part per million. Karidium may also be used with fruit juices, 
milk, formula or taken as other solid medication. 

Chemically pure sodium fluoride is the active ingredient in a 1.5 grain 
tablet (8 drops liquid). Each tablet or 8 drops liquid yields 1 mg. 
fluoride ion. (Karidium is not indicated in a strict salt free diet.) 
Parents should be instructed that sodium fluoride should be taken 
conscientiously throughout the period of tooth formation for maximum 
reduction in tooth decay. 

= Complete schedules, literature and clinical samples available. Karidium 
; © is patented in U.S.A. and Canada. 


Supplied: Tablets, bottles of 180 and 1000. 
Liquid, 60 cc. plastic dropper bottles. 


* Hall, E. W., ‘The Family Doctor & Preventive Dentistry’ 
G.P. XX11:6, Dec. 1960 


STON AVE. © LOUIS: ue 
: Dreyer & Co., Ltd., 201 


June 30—Hawaii, $5.00 residents; Board of Medical Examiners, State Office 


$2.00 nonresidents. Address Richard Y. 
Kodama, D.O., secretary-treasurer, Board 
of Osteopathic Examiners, 826 Keeaumo- 
ku St., Honolulu 14. 


June 30—Missouri, $2.50. Notices for 
registration will be sent to the last known 
address the first week of June. Address 
Mr. John A. Hailey, executive secretary, 
Board of Registration for the Healing 
Arts, Box 4, Jefferson City. 


June 30—Virginia, $1.00. Address Rus- 
sell Cox, M.D., Board of Medical Exam- 
iners, 505 Washington St., Portsmouth. 


Tune 30—Wyoming, $2.50. Address 
James W. Sampson, M.D., secretary, 
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Bldg., Cheyenne. 


July 1—Idaho, $10.00. Address Mrs. 
Nan K. Wood, director, Occupational 
License Bureau, Department of Law En- 
forcement, State House, Boise. 


July 1—Iowa, $10.00. Address Mr. 
Herman W. Walter, assistant secretary, 
Board of Osteopathic Examiners, 519-20 
Insurance Exchange Bldg., Des Moines. 


July 1—Kansas, $5.00. Address Francis 
J. Nash, M.D., treasurer, Board of Heal- 
ing Arts, New Brotherhood Bldg., Kansas 
City, Kans. 


July 1—Michigan, $5.00. Address Roy 


G. Bubeck, Jr., D.O., treasurer, Board of 
Osteopathic Registration and Examina- 
tion, 2851 Clyde Park Ave., S.W., Grand 
Rapids 9. 


July 1—New Mexico, $5.00. Address 
L. D. Barbour, D.O., treasurer, Board of 
Osteopathic Examination and Registra- 
tion, Box 710, Roswell. 


July 1—North Dakota, $3.00. Address 
M. J. Hydeman, D.O., treasurer, Board 
of Osteopathic Examiners, 417% Broad- 
way, Bismarck. 


July 1—Oklahoma, $2.00, Address G, 
R. Thomas, D.O., treasurer, Board of 
Osteopathy, 2923 N. Walker, Oklahoma 
City 3. 


July 1—West Virginia, $2.00. Address 
Donald C. Newell, D.O., treasurer, Board 
of Osteopathy, 137% Main St., Oak Hill. 


Within 60 days after July 1—Indiana, 
$5.00 residents; $10.00 nonresidents. Ad- 
dress H. D. Wolf, D.O., treasurer, Board 
of Medical Registration and Examination, 
4840 N. Michigan Rd., Indianapolis. 


September 1—Nebraska, $3.00. Ad- 
dress Mr. R. K. Kirkman, Director of 
Bureau of Examining Boards, State De- 
partment of Health, Lincoln 9. 


September 1—Ohio, $2.00. Address H. 
M. Platter, M.D., secretary, State Medi- 
cal Board, 21 W. Broad St., Columbus 
15. 


Examination 
by National Board 


The National Board of Examiners for Os- 
teopathic Physicians and Surgeons, Inc. 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary of the 
Board or the dean of the college, and the 
completed application blank, together 
with check for the part to be taken, must 
be in the secretary’s office by the No- 
vember 1 or April 1 preceding the ex- 
amination. 

Examinations in Part 1 consist of anat- 
omy, including histology and embryol- 
ogy; physiology; physiological chemistry; 
general pathology; and bacteriology, in- 
cluding parasitology and immunology. 

Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties, neu- 
rology and psychiatry; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia media. 
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For mechanical treatment of spinal 
disorders involving both the sacro. 
iliac joints and the lumbo-sacral 
articulation. Medium back depth 
extends to include the fifth lumbar 
vertebra. OTC Model 368-E. 


“DESIGNED FOR 


pocTors’ 


Each OTC Surgical Support or Orthopedic : 


Appliance is designed to aid the physician in securing the 


desired therapeutic effect, consistent with the patient’s 


comfort. In concept and in construction, OTC is 


guided by the principle that each garment 


must merit the physician’s approval and the patient’s 
NEW UNIVERSAL CERVICAL COLLAR— 


readily and accurately assembled either as 
regulation plastic collar, as Queen Anne 
style collar, or as torticollis support to 
achieve right or left lateral extension. Can 
be arranged in varying depths front and 
: back, and in varying circumferences (see 
Write for the OTC reference catalog, a illustration), VELCRO plastic fastening 


. makes possible this virtually universal ad- 
and the name of the qualified justability. OTC Model 1343, circumferences 


OTC dealer in your area. Small (13%2"-15¥2"), Medium (15¥2"-17¥2"), 
Large Patent pending. 


acceptance, for it is “Designed for Doctors’ Prescriptions.” 


division of surgical appliance industries, inc. 
DEPT. B, 28 W. 7th ST., CINCINNATI 2, OHIO Branches: New York, San Francisco, Ottawa 
Supports ¢ Orthopedic Appliances * Surgical Hosiery * Specialties 
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THIORIDAZINE HCI 


“provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety 


and ‘‘screens out” 
certain side effects 
of tranquilizers, 
making it 
virtually free of: ATION 
DICE 


SM 
ASIA 


pen 
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SENSITIVITY 


“The value of the phenothiazines as tranquilizers has been established. [However] many distressing side 
effects have been reported with these drugs.... Thioridazine [Mellaril] is as effective as the best available 
phenothiazine, but with appreciably less toxic effects than those demonstrated with other phenothiazines.”' 


In Agitated Medical/Surgical Patients — “A new phenothiazine derivative, thioridazine [Mellaril], 
was used to treat 71 patients, most of whom were unduly agitated and disturbed due to hospitaliza- 
tion for medical or surgical conditions....The response to treatment was considered satisfactory 
in 83.4 per cent of patients....ln agreement with the published results of other investigators, we 
believe that thioridazine shows a greater specificity of tranquilizing action and freedom from serious 


toxic effects when compared with some of the other phenothiazines.’”? 


Mellaril is indicated for varying degrees of agitation, apprehension, and anxiety in both 
ambulatory and hospitalized patients. 


Usual starting dose: Non-psychotic patients — 10 or 25 mg. t.i.d.; Psychotic patients — 100 mg. t.i.d. 
Dosage must be individually adjusted until optimal response. Maximum recommended dosage: 
800 mg. daily. Supply: Mellaril Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 

1 one, 4 A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 


A.; Logan, N. D., and Porter, .: Evaluation of Thioridazine (Mellaril), a New 
Phenothiazine, ‘in The Hospitalized Patient, A.M. ok C.7. 7:364 (June) 1960. 
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Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic principles, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first six months of a 
l-year internship in a hospital approved 
for intern training. Part III is given an- 
nually. 

The next examinations in Part III will 
be given in the spring of 1962. Dates will 
be announced in November. 

All candidates are reminded that the 
examinations must be completed within 
a period of 7 years. Candidates who 
took Part I in 1955 must take Part III in 
1962 or forfeit the right to complete the 
examinations. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the first 
2 quarters or trimesters of the sophomore 
year in an approved school of osteop- 
athy; Part II, satisfactory completion of 
Part I and of the first two quarters or 
trimesters of the senior year in an ap- 
proved osteopathic college; Part III, sat- 
isfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic 
Association. 

Address all communications to Paul 
van B. Allen, D.O., secretary, 4425 N. 
Meridian St., Indianapolis 8. 


An overview 
of aleoholism 


research* 


James H. Fox, Ph.D.+ 


Alcoholism as a field of study is both 
fascinating and frustrating. Certainly it 
is little understood. Because alcoholism 
presents a challenge of tremendous com- 
plexity, its ultimate control will depend 
on the skills of diverse scientific disci- 
plines. This paper reviews several of the 


Reprinted from Public Health Reports, March 
1961. 


+Dr. Fox is a social science analyst in the Na- 
tional Institute of Mental Health, Public Health 
Service. The paper was presented in essentially 
the same form at the meeting of the Alameda 
County Institute on Alcoholism held in Oak- 
land, Calif., June 14, 1960. 
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speaking of FINE PRODUCTS, remember 
the bowel NORMALIZERS of choice.... 


KONSYL 


for the obese patient 
f with constipation or non-specific diarrhea 
Pure hemicelluloses, completely calorie-free, producing a 
soft-formed bulk of ideal consistency to stimulate normal 
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contributions of various fields and indi- 
cates the nature of crucial research prob- 
lems which will have to be solved if our 
understanding is to be increased. The 
intimate relation between alcoholism and 
the entire range of mental health prob- 
lems is stressed throughout. Alcoholism 
research cannot be dissociated from 
other concerns about the mental health 
of our population. 

The impetus for this research stems 
primarily from the fact that alcoholism 
has been defined as a social problem by 
the dominant cultural values of contem- 
porary society in the United States. 
When a behavior pattern is defined as 
problematical, institutional resources are 
mobilized to deal with it. The resources, 


in turn, are guided by cultural values. A 
brief review of the dominant cultural 
values as they affect the definition of 
alcoholism will provide a useful point of 
departure for a consideration of current 
research efforts and needs. 

Alcoholism as a social problem has 
undergone an interesting, although not 
unique, evolution. Not too long ago it 
was defined as a moral, religious, and 
ethical problem, especially within the 
middle class. The alcoholic was ridiculed, 
scorned, and held up as an example of 
the danger of straying from the pro- 
nounced standard of conduct. The evil 
was thought to exist within the man; his 
only escape was through redemption. Si- 
multaneously, however, another cultural 
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Soon she’ll feel the first vague stir- 
eC nN rings of new life. And, now, a glass of 
warm milk does seem to help. It re- 
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there S assures somehow. ® But there’s much 
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ad pram isn’t there? For it is a time for stepped- 
7 up calcium intake. Not to mention 


nal her iron, and the other nutrients she'll 


draw on. # And this is when Pramilets 


are in order. Filmtab Pramilets give 
future, 


little mother a significant dosage of 
phosphorus-free calcium. And, to its already compre- 
hensive formula, Pramilets now adds more 


iron (easily-tolerated ferrous fumarate) .. . shell 

more Vitamin C... more Vitamin B,. = New, 

improved formula and all, the Pramilets (| 

Filmtab is as easy to swallow ne 

as ever. The size hasn’t il t 

changed. Only the potency. r aml coe 
Comprehensive vitamin- mineral 


support with just 1 Filmtab daily 


Each Pramilets Filmtab represents: 


Vitamin A (4000 units)......... 1.2 mg. (1 MDR*) 
Vitamin D (400 units)........... 10 mcg. (1 MDR) 120 mg. 
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60 mg. (2 MDR) Molybdenum (as ammonium molybdate) 0.2 mg.tt 
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3 mcg. Copper (as Chloride) 0.15 mg. 
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ALSO NOW AVAILABLE: PRAMILETS-F (Rx ONLY) WITH FOLIC ACID 


assoTtT 


: 


In a series of 24 handicapped arthritics 
treated with dexamethasone for 8 to 16 
months, ring size decreased consistently — 
objective evidence of antirheumatic effects 
which were maintained throughout the 
entire period of observation. Improvement 
was also noted in other antirheumatic 
indices, i. e., pain on motion, tenderness, 
swelling and morning stiffness. f 


Supplied: as 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets 
in bottles of 100. Also available as Injection DECADRON Phos- 
phate and new Elixir DECADRON. Additional information on 
DECADRON is available to physicians on request. DECADRON 
is a trademark of Merck & Co., Inc. 

Reference: 1. Bunim, J. J., in Hollander, J. L.: Arthritis and Allied 
Conditions, ed. 6, Philadelphia, Lea & Febiger, 1960, p.364. 
MERCK SHARP & DOHME . 
Division of Merck & Co., INC., West Point, Pa. 
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symptoms, and gastric hypermotility. 


Administration and Dosage: PATHIBAMATE- 
400 (full meprobamate effect) —1 tablet three 
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Norwegian cod liver oil)—essential to skin health and integrity 


and ingredients that are emollient, lubricant, gently astringent, protective, 
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diaper rash 
wounds 
burns 
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intertrigo 


Somples Please write... DESITIN CHEMICAL COMPANY 
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value was prevalent. Each man was a 
free and independent agent who could 
exercise his “inherent” rights, including 
the right to drink, as long as he did not 
injure other persons or property. The 
opening of the western part of the con- 
tinent, the general expansiveness of the 
19th century, and the individualistic na- 
ture of Protestantism, all contributed to 
the furtherance of individual independ- 
ence. That these two cultural values 
would clash was inevitable. There re- 
sulted a redefinition of the problem in 
legal terms. 

Alcoholism from the legal standpoint 
was treated like other antisocial behavior 
problems. There was a demand for a 
law with teeth in it so that the problem 
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could be effectively stamped out. The 
alcoholic was considered a weak-willed 
individual who was subjected to a force 
over which he had little, if any, control. 
He had to be protected by eliminating 
the source of the evil, the liquor indus- 
try. The evil was now outside the indi- 
vidual; his escape was removal of temp- 
tation. This legal solution to the problem 
failed, and with the repeal of the Eight- 
eenth Amendment efforts at direct con- 
trol at the national level were terminated. 
The problem was once again redefined, 
now as a sociomedical question. 
Alcoholism has not been well defined 
in sociomedical terms, if indeed it has 
been defined at all. In general, alcohol- 
ism is considered an illness with a basis 


that is physiological or psychological or 
both. The evil is still within man. Now, 
however, it is no longer an evil but rather 
an illness. Man’s escape is through inter- 
vention and prevention. Alcoholism be- 
comes a legitimate field of study for the 
behavioral and medical sciences. 

Ideally, alcoholism should be con- 
sidered as neither good nor bad, but 
simply as an illness to be treated and 
hopefully cured, or at least arrested. 
Among professional people and the gen- 
eral public, however, value judgments of 
good and bad intrude. Lacking effective 
treatment techniques, the physician is 
confronted with an illness which entails 
endless frustrations and a generally poor 
prognosis. Alcoholism is a “bad” illness 
in terms of medical value judgments. 
For the general public, alcoholism differs 
from, let us say, cancer in the sense that 
the individual has little control over can- 
cers invasion, but presumably anyone 
can stop drinking if he really wants to. 
Or, an individual may catch a cold, but 
never will he “catch” alcoholism. Thus, 
even as an illness, alcoholism is not free 
from the controversy historically related 
to it. 

It should not be inferred that the 
stages of evolution are discrete; alcohol- 
ism is considered today as a moral, legal, 
and sociomedical problem. The “drunk” 
somehow should be reformed, jailed, or 
cured. Apparently most professional 
workers accept alcoholism as a sociomed- 
ical problem; but this acceptance is not 
universal, as evidenced by the activities 
of some temperance groups and the filled 
“drunk tanks” in many local jails. 


DEFINING THE PROBLEM 


The picture of current alcoholism re- 
search has been deftly drawn by Dr. A. 
Querido, director of the Amsterdam Cen- 
tral Bureau of Public Health, The Neth- 
erlands, in the following analogy:1 

“We have witnessed the moral and 
ethical approach, the psychiatric and psy- 
chological, the economic, the sociological 
and the pharmacological approaches. In 
this way an enormous amount of knowl- 
edge has been gathered. The problem of 
alcoholism today may be compared to a 
mountain in which a great number of 
tunnels has been dug, each in its own 
direction and each bringing specific data 
to light concerning the nature of the 
rock of which the mountain is composed. 
Without denying the value of these data, 
it must be admitted that the mountain 
still stands in its tremendous bulk, offer- 
ing a serious impediment in our social 
traffic, and that as yet no way has been 
found to bypass it when building the 
highways of a healthy social life.” Our 
concern is with exploring some of these 
tunnels. Needless to say, our explora- 
tions can be neither conclusive nor ex- 
haustive. 

There are two separate facets to man’s 
problematic use of alcohol. One is con- 
cerned with the effects of alcohol on the 
organism. This is the problem of the 
harmful effects from intensive and pro- 
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handles. g 
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fit. Positive-off rheostat [- 
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dry cell batteries. 


Hard Working Handle 


holds your instrument | 
cost down 3 


One Welch Allyn handle 
powers all these Welch 


longed ingestion of the drug alcohol. 
The second facet deals with the motiva- 
tions for drinking alcohol. Here concern 
is directed toward understanding the 
reasons for using alcohol to cope with 
personal-social problems. 

Related to these two facets are two 
levels of treatment. The first treats the 
harm done to the physical organism; the 
second is directed toward understanding 
the psychodynamics which lead to the 
choice of alcohol as a coping mechanism. 
Obviously, adequate treatment must pro- 
ceed on both levels. 

A perusal of the professional literature 
on alcoholism reveals two major areas 
of interest: the etiological, devoted to 
determining factors in the causation of 
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the illness, and therapy, concerned pri- 
marily with the various types of treat- 
ment, 


ETIOLOGY 


In etiology, there are four major orienta- 
tions, each reflecting the disciplines of 
the investigators: physiology, psychology, 
psychiatry, and sociology. 


Physiological e Research on the effects 
of alcohol on the organism has been 
concerned with the absorption, oxidation, 
and elimination of alcohol by the organ- 
ism. Alcohol is absorbed almost directly 
into the blood, and when it reaches the 
brain the physiological effects become 


obvious. Alcohol acts as a depressant 
and releases the inhibitions which indi- 
viduals ordinarily have. 

How much alcohol must be absorbed 
before its effects are felt? It is estimated 
that an individual can consume one 
ounce of liquor per hour without expe- 
riencing any depressant effects. As the 
amount of alcohol consumed increases, 
the organism is less able to handle it, 
The result is a progressive deterioration 
of the body’s ability to function, termi- 
nating in an unconscious stupor. Green- 
berg? has summarized the physiological 
effects of alcohol on the body in the fol- 
lowing way: 

“Habitual, heavy drinking produces— 
aside from its social, economic and moral 
havoc—serious and permanent bodily 
damage, mainly through nutritional defi- 
ciencies and metabolic disturbances, 
There is no evidence that small or mod- 
erate amounts of alcohol are harmful. 
By improving blood circulation to the 
body surface, a little alcohol can bring 
comfort to elderly patients. A small 
amount of alcohol increases the appetite 
and lessens tensions and irritations. It 
does not greatly affect normal blood pres- 
sure, but it does prevent the pressure 
from rising during anxiety. Alcohol cer- 
tainly does not stimulate thought, but 
it may relieve worry. Undoubtedly it is 
because of this relief from environmental 
stresses and emotional tensions that the 
moderate use of alcohol has persisted.” 

Recent studies have been concerned 
with the metabolic characteristics of al- 
coholics. In general, these studies fol- 
low a research design wherein a group 
of alcoholics is compared with a group 
of nonalcoholics. One such study seems 
to indicate that alcoholics may suffer 
from impaired adrenal functions? and 
in another, it was determined that alco- 
holics have a higher copper concentra- 
tion in the blood.4 These higher copper 
levels, the study suggests, are not solely 
the result of years of excessive alcohol 
consumption, but they may be an im- 
portant predisposing factor to the dis- 
ease. 

The basic question these and many 
other physiological studies are attempt- 
ing to answer is whether or not there 
is a physiological predisposition toward 
loss of control. In other words, is there 
an innate organic factor operating in 
some individuals causing them inevitably 
to become addicted when they drink 
alcohol and thus progress to the full de- 
velopment of the illness? At this time no 
physiologically predisposing factor has 
been isolated. 

A related and also unanswered ques- 
tion pertains to the addic*ive character- 
istics of alcohol. In certain respects, for 
example, the presence of withdrawal 
symptoms, it acts like an addictive drug. 
Yet it varies sufficiently so that many 
investigators are not willing to so classify 
it. 


Psychological e Psychological research 
has paralleled physiological research. The 
typical research design compares a group 
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Haldrone is a potent synthetic corticosteroid with marked anti- 
inflammatory activity. In steroid-responsive conditions, it provides 
predictable anti-inflammatory effects with a minimum of untoward 
reactions. Gratifying response has been observed in patients trans- 
ferred from other corticosteroids to Haldrone. There is relatively 
little adverse effect on electrolyte metabolism. With Haldrone, sodium 
retention is unlikely, psychic effects are minimal, and there appears 
to be freedom from muscle weakness and cramping. 


Haldrone, 2 mg., is approximately equivalent to 


Prednisone or prednisolone... 
Triamcinolone or methylprednisolone ........ 4 #mg. 


Although the incidence of significant side-effects is low, the usual 
contraindications to corticosteroid therapy apply to Haldrone. 


Supplied in bottles of 30, 100, and 500 


Tablets Haldrone, 1 mg., Yellow (scored) 
Tablets Haldrone, 2 mg., Orange (scored) 
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nearly identical to mother’s milk! in nutritional breadth and balance 


A new infant formula 


Infant formula 


Five years of research and 41,000 pa- 
tient days of clinical trials demonstrate 
the excellent performance of Enfamil. 
This new infant formula satisfies babies 
and they thrive on it. Digestive upsets 
are few and stool patterns are normal. 
Enfamil produces good weight 
gains. In a well-controlled institutional 
study? covering the crucial first 8 weeks 
of life, Enfamil produced average 
weight gains of 11.3 ounces every 2 
weeks during the course of the study. 


Enfamil is nearly identical to 
mother’s milk! ¢ in caloric distri- 
bution of protein, fat and carbohydrate 
e in vitamin content (vitamin D added 
in accordance with NRC recommenda- 
tions) ¢ in osmolar load ¢ in ratio of 
unsaturated to saturated fatty acidsein 
absence of measurable curd tension for 
enhanced digestibility 


1. The Composition of Milks, Publication 254, National Academy of Sciences and National Research 
Council, Revised 1953. 2. Brown, G.W.; Tuholski, J.M.; Sauer, L.W.; Minsk, L.D., and Rosenstern, 


I.: J. Pediat. 56:391 (Mar.) 1960. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


of alcoholics with a group of nonalco- 
holic controls. Studies in this area range 
from administering psychophysical tests 
to the use of the various projective tech- 
niques. In the area of psychophysical 
tests the preponderance of evidence in- 
dicates that with the ingestion of alco- 
hol the psychophysical reactions of the 
individual are impaired. With two or 
three drinks, blood alcohol levels rise to 
between 0.03 and 0.05 per cent. Lab- 
oratory results show that even at these 
relative low levels there is degradation 
of performance. Certainly if a large 
amount of alcohol is consumed, perform- 
ance markedly deteriorates. 
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At the other end of the psychological 
testing continuum, alcoholics and non- 
alcoholics have been given Rorschach, 
Thematic Apperception, and Minnesota 
Multiphasic Personality Inventory Tests. 
No clear pattern of personality differ- 
ences between the two groups has 
emerged from these efforts. If there is 
a particular personality type which is 
predisposed toward alcoholism, experi- 
ments and procedures have not yet been 
devised to demonstrate its existence. 


Psychiatric e Among the explanations 
of alcoholism proposed by analysts are 
self-destruction, oral fixation, and latent 


homosexuality. The etiology of alcohol- 
ism is felt to be centered about one of 
these unconscious tendencies, or possibly 
a combination of them. The self-destruc- 
tive urges are seen as results of feeling 
betrayed in childhood. The individual 
destroys the betrayer as well as the self 
through drinking to the point of uncon- 
sciousness. The oral fixation etiology is 
based on assumed oral frustrations. The 
individual has passive and dependent 
urges and desires to use the mouth for 
oral gratification. Alcohol is chosen be- 
cause of its ability to provide inner 
warmth, tranquility, and, ultimately, un- 
consciousness. As far as homosexuality 
is concerned, alcoholism is viewed as a 
substitute for overt homosexuality. 
Simmel,5 taking a somewhat different 
approach, differentiates among four 
classes of chronic drinkers: the social 
drinker, the reactive drinker, the neurotic 
drinker, and the alcohol addict. In the 
first two groups, social and reactive, al- 
cohol is used as a defense against the 
impact of external circumstances. In the 
last two groups, neurotic and addict, 
alcohol is used to defend against the 
threat of inner, unconscious conflicts, 
Alcoholic euphoria is characterized as 
degenitalized sexuality, a major psychic 
economy for the neurotic. It has been 
described as a successful transformation 
of painful, infantile experiences into 
pleasurable feelings which reestablish the 
sensations once denied in infancy. 


Sociological @ The sociological approach 
to the study of alcoholism has not 
been especially concerned with etiology. 
Rather, emphasis has been placed on the 
gathering of descriptive data related to 
the problem. The population of alco- 
holics could be described in sociological 
terms as being older, unmarried men ex- 
hibiting a very high degree of occupa- 
tional mobility. There are, of course, other 
types of individuals who are alcoholics, 
and not all individuals who possess these 
characteristics are alcoholics. However, 
this description represents the largest 
proportion of alcoholics. Some sociologi- 
cal studies*.7 have been concerned with 
the drinking patterns in high schools and 
colleges; others’ with motivational fac- 
tors in drinking, that is, with the ques- 
tion, why do people drink? Still other 
studies have been concerned with the 
significance and importance of ethnic and 
religious affiliations. As is well known, 
the Irish have an unusually high alcohol- 
ism rate, while the Jews have an unusu- 
ally low rate. Yet in both groups expo- 
sure to alcohol drinking is a recognized 
part of the socialization process. In spite 
of several rather intensive analyses of 
these variant patterns, no definitive state- 
ment can yet be made which explains 
the observed differences. Consideration 
has been given to the meaning which 
alcohol has within each group; pressures 
conducive to drinking to the point of 
intoxication within the Irish group have 
been noted. Likewise, those pressures 
within the Jewish group which tend to 
prevent intoxication have been shown. 
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The favored corticoid-salicylate compound. For more effective and comprehensive, 
yet conservative, treatment than either steroids or salicylates alone... the outstanding anti-in- 
flammatory effect of prednisone’...the supportive antirheumatic action of aspirin??.to bring rapid 
pain relief and quiet the inflammatory process, SIGMAGEN offers less likelihood of treatment- 
terminating side effects.? SIGMAGEN is available in bottles of 100 and 1000. 
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Ascorbic acid supplementation 20 mg. 
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maximum salicylate benefit 

around the clock-day after day- 

with t.i.d. dosage of 
PERSISTIN® 
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slow absorption salicylates 
and fast absorption salicylates 
for prolonged and 

immediate effectiveness 


PERSISTIN 


Each tablet contains: 


Salicylsalicylic acid 7/2 gr. (480 mg.) for delayed effects 
Acetylsalicylic acid 2% gr. (160 mg.) for prompt effects 


The timed-absorption characteristics of the salicylates in the 
Persistin formula permit the convenience of t.i.d. dosage to 
provide 24-hour salicylate effects for the arthritis 
patient—thus affording pain relief and salicylate benefit on a 
day-long and night-long basis. 


Usual dosage: 


One Persistin tablet on arising, one eight hours later and two 


before retiring. Virtually free of gastric distress. 


Bottles of 50 scored, uncoated tablets. 


Supplied: 
fherman Léberatories 
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THERAPY therapy is reported by Wallerstein.® The 


There are three major therapeutic ac- 
tivities involved in the effort to arrest 
alcoholism. These are pharmacological, 
psychotherapeutic, and Alcoholics Anon- 


ymous. 


Pharmacological e Pharmacological 
therapy may include the use of different 
types of drugs, for example, Antabuse or 
an emetic such as emetine hydrochloride. 
The general effectiveness of the various 
drugs is highly uncertain. Yet it appears 
that each is useful for some individuals. 
An interesting experiment designed to 
test the efficacy of four different types of 
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four therapeutic techniques were Anta- 
buse, conditioned reflex, group hypno- 
therapy, and, finally, milieu therapy. 
Antabuse was used with the first group. 
The conditioned reflex treatment con- 
sisted of an emetic. Hypnotherapy and 
posthypnotic suggestion were used with 
the third group. The milieu therapy par- 
ticipants originally were to be controls. 
Their participation in the experiment, 
however, seemed to cause them to be- 
have differently from the typical alco- 
holic patient on the ward. For example, 
they requested 2 hours of group therapy 
each week, while other treatment groups 
had but one session weekly. The results 


of the study indicated that Antabuse was 
somewhat more effective than the other 
types of treatment considered. 


Psychotherapeutic @ Psychotherapy of 
various forms is for some alcoholics an 
effective therapeutic mechanism. The 
skills in treating alcoholics do not vary 
from those skills in treating other indi- 
viduals. It must be admitted, however, 
that alcoholics frequently resist the best 
efforts of the therapist. The psychother- 
apeutic approach varies most from the 
other therapies in recognizing that alco- 
holism may be only symptomatic of 
deeper underlying disturbances. The 
therapeutic effort therefore focuses on 
ameliorating the underlying causes of the 
overt excessive drinking behavior. 


Alcoholics Anonymous @ Certainly, Al- 
coholics Anonymous has enjoyed great 
success in assisting individuals to main- 
tain sobriety. All the reasons for the suc- 
cess of its program are not known, not 
even by its members. Some of the factors 
probably related to the success of the 
organization are: (a) mutual understand- 
ing and acceptance, (b) supportive and 
reinforcement activities designed to aid 
another in remaining sober, (c) group 
identification and affiliation which pro- 
vide for goals outside the self, (d) con- 
tinuing rededication to the ideals and 
goals through regular group sessions, (e) 
opportunities for continual contrasts with 
previous states of insobriety, (f) oppor- 
tunities to assist others achieve a mean- 
ingful status within the society, and (g) 
I would suspect at a deeper level, a 
subtle type of social-self reincarnation. 
Whatever the reasons may be, AA is gen- 
erally successful. However, there are in- 
dividuals who do not or cannot respond 
to this type of therapy. Perhaps at some 
future time studies will be designed to 
determine the selective factors which are 
operating in the therapeutic process. 

While each of these three approaches 
makes a significant therapeutic effort, in 
actual practice, some individuals suffering 
from alcoholism are likely to be involved 
simultaneously with all of them. Other 
alcoholics may be exposed to only one of 
the approaches. The best prognosis most 
likely can be made when the needs of 
the individual are alined with the most 
relevant therapeutic technique. 

There is another phenomenon, spon- 
taneous recovery, which occurs occasion- 
ally. How frequently this happens is not 
known. If it does occur often, the prob- 
lem of evaluating any therapeutic effort 
becomes exceedingly difficult. 

These, then, are some of the tunnels 
in our mountain. We have explored the 
tunnels, but the mountain remains. Per- 
haps a brief discussion of the inadequa- 
cies of the various research designs will 
enable us to appreciate the difficulties of 
attempting to determine primary etiologi- 
cal factors and therapeutic techniques. 


RESEARCH PROBLEMS 


One of the traditional methods for meas- 
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new 


MYLICON* 


MYLICON relieves the gastrointestinal distress 
produced by entrapped gas. MYLICON’s defoam- 
ing action changes the surface tension of gas 
bubbles, permitting them to coalesce. This gas is 
released and eliminated by belching or passing 
flatus. MYLICON is physiologically inert, nontoxic. 


Gas entrapment and distention can result from 
Spastic Colitis, Aerophagia, Postoperative Gas, 
Postgastrectomy Syndrome, Hyperacidity, Hia- 
tus Hernia, Diverticulitis, Gastric and Duodenal 
Ulcers. 

Pleasant tasting, soft chewable tablets can be taken 
without water. 

One white scored tablet contains: 
Methylpolysiloxane, a silicone............... 40 mg. 

DOSAGE: one tablet after each meal and at bedtime. 

SUPPLIED: bottles of 100 and 500 tablets at all 


pharmacies. 


References: “Intestinal Gas and Bloating; Treatment with 
Methylpolysiloxane; Am. Pract. & Dig. of Treat., 11:52. 
(Jan.) 1960. 


“Use of Silicone in the Treatment of Intestinal Gas and 
Bloating, J.A.M.A., 174:2052, (Dec. 17) 1960. 


alo NEW MYLICON® DROPS 


for infant colic caused by excessive air swallowing or 
inability to belch or pass flatus. 
MYLICON DROPS (0.3 cc. to 0.6 cc.) can be given 
directly from the dropper or added to each feeding. 
Each 0.6 cc. represents 40 mg. of methylpolysiloxane, 
equivalent to one MYLICON tablet. 


Available at all pharmacies in bottles of 30 cc. of drops. 
THE STUART COMPANY 


Stuart ) PASADENA, CALIFORNIA 
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uring the extent of alcoholism in a given 
area is to use Jellinek’s formula. This 
formula is based on an assumed relation- 
ship between the number of individuals 
who have died from cirrhosis of the liver 
and the number of individuals who are 
alcoholics. Until recently, rough measures 
of the extent of alcoholism have been 
predicted through use of this formula. 
Recently, however, workers in the field 
of alcoholism have been challenging its 
validity, having shown that the Jellinek 
formula probably underestimates the 
number.19-12 As a result of the present 
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state of uncertainty, a statement to the 
effect that we just don’t know how many 
alcoholics there are in the United States 
today is probably the only realistic and 
true statement which could be made. 

A problem intimately associated with 
that of measurement pertains to defini- 
tions. Certainly if a phenomenon is to be 
measured, it must necessarily be defined, 
and it must be defined precisely enough 
to enable the mensuration process to oc- 
cur. One of the generally accepted defini- 
tions of alcoholism can be used to dem- 
onstrate the difficulties. According to 


Keller and Seeley,13 alcoholism is “g 
chronic disease, or disorder of behavior, 
characterized by the repeated drinking of 
alcoholic beverages to an extent that ex- 
ceeds customary dietary use or ordinary 
compliance with the social drinking cus- 
toms of the community, and that interferes 
with the drinker’s health, interpersonal 
relations or economic functioning.” While 
this definition may serve many useful 
purposes, it is of limited value for re- 
search and diagnostic purposes. More 
questions are raised than are answered, 
questions such as: What is excessive re- 
peated drinking? What are the dietary 
and social drinking customs? Which 
community? Presumably, a person who 
drinks more (frequency or amount?) 
than others in his community would fit 
part of the definition. However, would 
the bridge club member who has two 
cocktails before dinner while the other 
members have only one be considered an 
alcoholic? Conversely, would the indi- 
vidual who “drinks his breakfast” along 
with his fellow inhabitants of skid row 
be drinking in excess of the skid row 
community’s customary dietary and so- 
cial uses? 

Another part of the definition can be 
applied more readily. Individuals whose 
health has begun to deteriorate or who 
have lost jobs because of drinking alco- 
hol may be suffering from alcoholism. 
Another facet of the definition, “inter- 
feres with interpersonal relations,” is 
much more ambiguous. Wouid the man 
who repeatedly has a cocktail before 
dinner over the strenuous objections of his 
wife be considered an alcoholic? It would 
appear that this definition lacks the preci- 
sion necessary for research or clinical 
work. In fact, the shorter statement, “He 
drinks too much!” may be just as helpful. 

The inadequacy of this definition and 
others for purposes of research is at least 
tacitly recognized by those working in 
the field. Reliance is usually placed on an 
operational definition; that is, it is stated 
for purposes of a given study that an 
individual who must have a “morning 
drink” is to be considered an alcoholic, 
or an individual who has suffered two 
or three blackouts will, for purposes of 
this study, be considered an alcoholic. 
While this is a satisfactory procedure for 
a particular study, it does present prob- 
lems when one attempts to compare sev- 
eral studies if alcoholism is defined in 
various ways. 

The difficulties in defining alcoholism 
have their roots in the controversy 
cussed earlier. For example, if a man 
drinks “too much” he is probably an al- 
coholic; if he beats his wife too, he surely 
is) Now he is an alcoholic because he 
drinks and beats his wife. The latter 
event is the confirming evidence. The 
quarrel here is not with the fact that 
alcohol, acting as a depressant, releases 
inhibitions, but rather with attributing 
such behavior to alcoholism instead of 
viewing drinking as a concomitant of the 
breakdown of interpersonal relations. 

Directly related to the problem of 
definitions is that of communication. Cer- 
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Cremomycin. provides rapid relief of virtually all diarrheas 


Neomycin—actively bactericidal against a wide range of gram-negative intestinal pathogens, 
but relatively ineffective against certain diarrhea-causing organisms. 

SULFASUXIDINEg succinylsulfathiazole—an ideal adjunct to neomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 

KAOLIN AND PECTIN—coat and soothe the inflamed mucosa, adsorb toxins, help provide rapid 
symptomatic relief. 
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procedures, and in suppurative or inflamma- Streptokinase, 2,500 Units Streptodornase. Boxes 
tory lesions of subcutaneous and deep tissues. of 24 and 100 Tablets. 


flammation following trauma or surgical 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York @a> 


q 
i 
j 
i 
ays 
q 4 4 
a 
3 
a 
| 
| 
{ 
| 
| 
a 
| 
| 
q 
| 
| 


this is 


PLEXONAL 


{ACTUAL SIZE AND SHAPE) 


* Optimum results are , 
obtained by gradually 
. increasing the dosage to 
the maximum the patient 
can tolerate without the 
appearance of drowsiness. 
The following procedure 
for dosage adjustment has 
proven highly successful: 
Take one tablet 2 times 
‘per day for 2 days. On the 
third day increase the 
daily dosage by one tablet. ° 
Similarly increase the 
dose every third day 
thereafter, to the point 
of drowsiness. 


Por example, if one tablet 
4 times a day produces 


an obvicus sleepy feeling, 
and on three the patient 

bs is comfortable, then the 
: proper dose will be three 
tablets per day. 
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fa superior daytime relaxing agent 


(NOT A TRANQUILIZER) 
® 


Comparative clinical studies show that PLEXONAL is superior 
to meprobamate or barbiturates for daytime relaxation™ 


\L ‘‘Plexonal was preferred (superior therapeutic effect) by 73.7 per cent | a 
of the patients, whereas 11.1 per cent preferred meprobamate, a ratio of . | 
6.6 to 1.... 30.5 per cent noted adverse reactions to meprobamate 
as compared to 7 per cent in respect to Plexonal. ... Plexonal gave better 
results than did any of the sedative or relaxing agents that have been | 
available during our experience covering the previous 15 years.’” | 


In 26 older age cardiac patients, “A comparison of Plexonal with the 
therapy previously employed showed that 17 did better on Plexonal 
than on meprobamate, 6 did better on meprobamate than on Plexonal 

; and 3 responded the same to both.”* 


Indications: Anxiety, tension, apprehension, nervousness, irritability, 
_restlessness, hyperexcitability. 


Extremely well tolerated by geriatric patients ‘ake need mild sedation, 
e ; as well as by depressed patients. 


t. Dosage: One tablet 3 or 4 times a day is adequate for most patients. 
However, some require up to six tablets per day, whereas others respond 
adequately to as little as 1 tablet per day. 


Composition: Each tablet contains sodium diethylbarbiturate 45 mg., 
; sodium phenylethylbarbiturate 15 mg., sodium isobutylallylbarbiturate-. 

25 mg., scopolamine hydrobromide 0. 08 mg., dihydroergotamine meth- 
; anesulfonate 0.16 mg. 
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How to use 


Trancopal- 


in 
musculoskeletal 
“splinting” 


Although “splinting” of a joint by 
skeletal muscle spasm is often pro- 
tective, it can go too far or continue 
too long. Then spasm, pain and dis- 
use may lead to wasting. 


When you prescribe Trancopal, 
you can prevent “oversplinting.” 
Trancopal will relax the spasm, ease 
the pain and get the muscle work- 
ing again. Relaxation generally be- 
gins within half an hour, and the 
effects of one tablet last from four to 
six hours. 


In addition to relaxing the muscle, 
Trancopal will mildly tranquilize 
the patient, reducing the restless- 
ness and irritability that so often 
accompany discomfort. With Tran- 
copal, the patient can soon start 
purposeful exercise and physical 
therapy. 


Trancopal has been found very 
effective in the treatment of pa- 
tients with low back pain (lum- 
bago), neck pain (torticollis), bur- 
sitis, fibrositis, myositis, ankle sprain, 
tennis elbow, osteoarthritis, rheu- 
matoid arthritis, disc syndrome and 


postoperative muscle spasm. Tran- 
He needs his muscles working properly— 200 my Caplets® 


, ? (green colored, scored) and in 100 
when they aren t, he needs mg. Caplets (peach colored, scored), 


bottles of 100. 

é VANCO; al Dosage: Adults, 1 Caplet (200 mg.) 
three or four times daily; children 
(5 to 12 years), from 50 to 100 mg. 
three or four times daily. 
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the 3-day, oral test for early diagnosis of pregnancy 


If she is not pregnant, and has pre- 
viously had regular menstrual cycles, 
withdrawal bleeding will occur within a 
few days after PRo-DUOSTERONE (1 tab- 
let q.id. for 3 days). In functional 
amenorrhea, regular menstrual cycles 
may often be restored. 


If she is pregnant, no progesterone with- 
drawal bleeding can occur. Moreover, 
Pro-DUOSTERONE actually protects 
pregnancy, and may be _ indicated 


to help improve implantation in habit- 
ual abortion. 


. a safe, physiologic method: 
the convenient PRO-DUOSTERONE test 
has proved highly accurate (95.2% in 
1,553 clinical studies) as early as a week 
after the first missed menses when ani- 
mal tests cannot be considered valid. 


Supplied: Bottles of 24 tablets. 
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tainly if individuals are to communicate 
in an effective way, it is imperative that 
the same meanings be placed upon the 
symbols which are used. However, among 
both the professional and lay groups in- 
terested in alcoholism, the confusion em- 
anating from inaccurate or inappropriate 
definitions is manifest. A review of the 
professional literature reveals that in 
many alcoholism studies groups of alco- 
holics are studied. Unfortunately, how- 
ever, the criteria used to designate the 
category “alcoholic” are seldom pre- 
sented. Under these circumstances, com- 
munication among professional people is 
effectively blocked. Barriers to commu- 
nication among lay groups have already 
been touched upon. 
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Another problem relating to both the 
inadequate definitions and the break- 
down in communication is the relative 
lack of knowledge pertaining to normal 
or nonpathological drinking patterns. In 
other words, we do not have appropriate 
baseline data with which suspected de- 
viation in drinking habits can be com- 
pared. It is true that there are several 
national polls which provide some infor- 
mation and, in addition, a series of 
studies confined to particular population 
groups. However, these do not provide 
all the information necessary. There is 
need for communitywide studies on why 
people drink. Certainly if there are de- 
viant motivations for drinking, for exam- 
ple, drinking to cope with difficult prob- 


lems, then knowledge of these deviant 
reasons or motivations for drinking would 
become an important element in both 
intervention and prevention. 

In a technical sense, one of the major 
shortcomings of the physiological and 
psychological research efforts is that the 
alcoholic group, however this group is 
defined, is usually composed of individ- 
uals who are in the advanced stages of 
the illness. Therefore, it becomes an ex- 
ceedingly difficult, if not impossible, task 
to separate cause from effect. Any physi- 
ological or psychological differences from 
the control group of normals which might 
be noted could as well be the result of 
long exposure to alcohol as they could 
be causative factors. To be more specfic, 
if it is found that alcoholics have a 
unique personality structure, or that al- 
coholics metabolize alcohol differently 
from nonalcoholics, one could not say 
that either of these conditions was a pre- 
disposing factor. It is conceivable that 
long exposure to alcohol could cause 
either one. One of the most obvious re- 
search needs in the field of alcoholism is 
therefore a series of long-range studies. 
One such study has recently been re- 
ported.14 

In 1935 two groups of boys, one 
judged as maladjusted and the other 
judged as normal were subjected to in- 
tensive investigation. Some of the boys 
were given special attention, such as 
social counseling and medical and edu- 
cational aid. The remainder were left to 
the regular community assistance pro- 
grams. In 1956, 21 years later, a followup 
study investigated the relationship be- 
tween the adult lives of the boys and 
their childhood. Included was a study of 
alcoholism within the group. 

Because of the earlier intensive inves- 
tigation and the more recent one, it be- 
came possible to subject several current 
theories of alcoholism to critical review 
based on the analyses of these data. 
Physiological theories on nutritional de- 
ficiency, glandular disorder, and heredity 
were subjected to tests. It was deter- 
mined that metabolic disturbances are 
not significantly related to alcoholism, 
that glandular disorder does not lead to 
alcoholism, and evidence for a heredity 
explanation is lacking. In much the same 
manner, several of the analytical theories 
were tested. Suicidal, oral, and homo- 
sexual tendencies were investigated. In 
these analyses it was suggested that boys 
with marked suicidal tendencies may be 
more likely to become addicted. On the 
other hand, boys who had oral tendencies 
or who were markedly feminine did not 
have a greater tendency to alcoholism. 

Interestingly enough, it was also found 
that boys whose mothers strongly encour- 
aged dependency were not more likely 
than other boys to become alcoholics. In 
much the same manner, it was suggested 
that boys with strong inferiority feelings 
were not more likely to become alcohol- 
ics. There are certain problems with this 
study, for example, the measures of phys- 
iological malfunction used 21 years ago 
were not so precise as those in contem- 
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porary use. However, in spite of short- 
comings of this kind, the study is signifi- 
cant in that it is one of the few efforts 
to gather longitudinal data. 

Little research has been done on the 
effectiveness of the various types of ther- 
apeutic effort. Not too much is known 
except that some kinds of therapy work 
for some kinds of people. However, basic 
questions, such as what types of individ- 
uals are most likely to benefit from 
amongst the various therapeutic tech- 
niques, remain unanswered. Certainly 
there is need for evaluations of the vari- 
ous means of intervention. 


THE FEDERAL PROGRAM 


The National Institute of Mental Health, 
Public Health Service, through its own 
research and through its grants program, 
actively seeks solutions to the problems 
raised. Various kinds of support are pro- 
vided for investigators working in many 
of the tunnels in our mountain. For ex- 
ample, support is given to the North 
American Association of Alcoholism Pro- 
grams in a nomenclature study which 
was recently inaugurated. The purpose 
of this study is to derive an acceptable 
definition of alcoholism, probably with 
some conformity to the American Medi- 
cal Association’s standard nomenclature. 
In another area, a major epidemiological 
study has come into existence. It is an- 
ticipated that this study will provide 
many of the baseline data on nonpatho- 
logical drinking patterns which are so 
urgently needed. A major effort currently 
in its formative stage is the establishment 
of a Cooperative Commission on Alco- 
holism under the executive direction of 
Dr. Nevitt Sanford of the Center for Ad- 
vanced Study in the Behavioral Sciences 
in Stanford, Calif. The commission will 
evaluate the existing state of knowledge, 
examine various therapeutic techniques, 
and make recommendations. 

In addition to these research activities, 
the institute is supporting training and 
providing consultative and technical as- 
sistance to the States and organizations 
which are attempting to strengthen or 
increase our understanding of alcoholism. 
Perhaps it should be noted too that many 
of the projects supported by the institute 
may appear at first sight not to have any 
direct bearing upon the problem of al- 
coholism. However, it is quite likely that 
indirectly many of these projects will 
contribute to our knowledge in this very, 
very complex field.15 

Other agencies of the Department of 
Health, Education, and Welfare are also 
concerned with alcoholism. For example, 
the Office of Vocational Rehabilitation 
engages in extensive rehabilitation pro- 
grams, including those for the mentally 
ill. The Office of Education, too, is con- 
cerned with mental health in the schools, 
and with problems relating to health edu- 
cation. 

While it may seem that in this paper 
more questions have been raised than 
have been answered, it would be errone- 
ous to assume that no progress has been 
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made in our understanding of alcoholism. 
As a result of the research we now know 
some of the questions to ask, and we are 
therefore in a position to develop ways 
of answering them. 

The mountain still stands in its tre- 
mendous bulk. However, it is not an 
isolated mountain, but rather one of a 
range of problems. In fact, mental illness 
can be considered as the entire mountain 
range. In this regard it is at least con- 
ceivable that based on adequate research 
in the mental health field, much of the 
mountain chain may be bypassed on the 
road to health. Scaling or tunneling indi- 
vidual peaks may not be the surest way 
to reach our objective. Again, the alco- 
holism problem is one mountain among 
the very many mental health problem 
mountains which provide tremendous 
barriers to mentally healthy living. 
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Those who have worked with the handi- 
capped know what a heavy emotional 
impact the birth and rearing of a handi- 
capped child has upon a family. This im- 
pact is especially strong when the child 
has cerebral palsy, a condition which is 
frequently accompanied by visual, oral, 
and mental as well as motor handicaps. 

Families with such children are often 
confused in their understanding of their 
child’s condition and in their own feel- 
ings about the child. They are under 
pressures of anxiety, hostility, and feel- 
ings of guilt; are often drained financially 
by their efforts to secure the necessary 
medical care, therapy, education, and 
other special services; and drained phys- 
ically by the enormous amounts of atten- 
tion required by the child. 

While special schools and classes are 
available in many places to the handi- 
capped child of school age, for younger 
children, whose parents are often panic- 
stricken by their problems, help is mea- 
ger and fragmentary. 

In California, the United Cerebral 
Palsy Association of San Mateo County 
has developed a program designed to 
meet the needs of the young cerebral 
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palsied child and to relieve his parents of 
some of the intolerable pressures upon 
them. The whole family—father, mother, 
cerebral palsied child, and his sisters and 
brothers—has been drawn into the ef- 
forts of a cooperative nursery school for 
very young cerebral palsied children. 
The parents of the children who at- 
tend the nursery are required to partici- 
pate in the school’s program and attend 
parent education classes. Closely corre- 
lated with this educational and therapeu- 
tic program for the children are psycho- 
logical services which provide sustained 
individual psychotherapy and group psy- 
chotherapy for the mothers. This com- 
bination of all services and the close 
working association of parents and staff 


gives the program its potential by involv- 
ing the parents more deeply than can be 
done through the provision of occasional 
consultation or participation on a volun- 
teer basis. The general feeling in this 
school is that the parents are proprietors 


and auxiliary staff. 
THE BEGINNINGS 


Five years ago, after consideration of the 
needs of the families with cerebral pal- 
sied children in the community, the as- 
sociation secured a psychiatric social 
worker as a first step toward meeting 
these needs. This worker, called a family 
counselor, found that her service was 
eagerly received by a number of families, 
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but that others—especially those whose 
handicapped children were very young— 
first needed practical help in securing 
immediate treatment for their children 
and developing greater understanding of 
their children’s potentials. While the lo- 
cal public school could, and often did, 
take children as young as 3 years of age 
into its nursery kindergarten, the school 
had to reject some such children as not 
sufficiently mature physically and emo- 
tionally for a public school program. 
Even 3 years of age is rather late for 
beginning much of the therapy cerebral 
palsied children need. If no service is of- 
fered before then the parents have to 
struggle alone to help the child in his 
early crucial years. 
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For some time cooperative or parent- 
participation nursery schools for normal 
children had been popular throughout 
California, and the association decided 
that such a program could be adapted to 
the needs of the cerebral palsied. In such 
a program very young children could re- 
ceive therapy and social experiences in a 
relaxed setting. In participating in the 
program the parents could obtain a fuller 
understanding of the therapy, while some 
of their own needs could be met through 
the educational program of the nursery 
school and the individual and group 
psychotherapy offered by the family 
counselor. 

The association considered some possi- 
ble drawbacks to this program. These 


generally were expressed as: participat- 
ing in the program would further con- 
centrate the parent’s attention upon the 
handicapped child who was already re- 
ceiving more attention than the other 
children in the family; the presence and 
emotional attitudes of the parents might 
interfere with therapy; the parents could 
not be of much help in a treatment 
regime requiring a great deal of training 
and skill. Recognizing these possible 
drawbacks, the association nevertheless 
decided that some of them could be 
overcome or eliminated and that others 
would be negligible as compared with 
the values received. 

Therefore, in 1956 the San Mateo 
Cerebral Palsy Nursery School was es- 
tablished, under the joint sponsorship of 
the United Cerebral Palsy Association of 
San Mateo County and the College of 
San Mateo. Fees paid by the parents 
were included in the financial support. 
The college was chiefly concerned with 
the parent education aspects and paid 
most of the teacher’s salary for the first 
3 years. The college then withdrew from 
the program and the association assumed 
the full support. The program has con- 
tinued for 4 years and is still in opera- 
tion. 


THE PROGRAM 


At first cerebral palsied children from 18 
months to 5 years of age were accepted, 
with physical and mental handicaps 
ranging from mild to extremely severe. 
Later, mothers were encouraged to bring 
even younger children so that they could 
receive help with feeding and other 
problems and the therapists could begin 
some of the treatment the children 
needed for their early development. 

The nursery school usually has from 
10 to 14 handicapped children enrolled. 
Most of them come to school three morn- 
ings a week, from 9 a.m. to 11:30 a.m., 
though a few of the younger children 
come only once a week. Mothers are re- 
quired to participate one morning a 
week. They bring their children to school 
from homes scattered all over the county, 
sometimes forming car pools to do so. 

The school staff consists of a nursery 
school director or teacher, an orthopedist 
as medical consultant, a physical thera- 
pist, an occupational therapist, and a 
speech therapist. These staff members 
have available to them constantly through 
weekly staff meetings and informal con- 
ferences the consultation of the psychi- 
atric social worker and on occasion, 
when necessary, of a psychiatrist. Psycho- 
logical testing is readily available from a 
number of sources. The psychiatric social 
worker also works with members of the 
larger community in efforts to establish 
needed resources. 

The nursery school program is pat- 
terned very closely on the programs of 
most nursery schools, especially parent- 
participation schools. Regular nursery 


school activities and procedures are fol- 
lowed as far as possible with special em- 
phasis upon the encouragement of self- 
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help and on activities which fit in with 
the therapies needed by the individual 
child. Each child receives individual 
therapy sessions regularly each week 
with the therapists appropriate for his 
particular handicaps. 

Each mother (in one family the father) 
has participated in the school program 
one morning a week. This means that 
each morning one third of the mothers 
are participating. The duties of the 
mothers are similar to those of mothers 
in other cooperative nursery schools in 
supervising and guiding the children’s 
activities. In addition, they help feed, 
dress, and toilet the children, many of 
whom are very handicapped. Frequently 
the mothers help the therapists or ob- 
serve the therapy to better understand 
the purposes and techniques. They occa- 
sionally make written observations on 
their own or other children. 

The mothers also attend a parent edu- 
cation class. These evening sessions, con- 
ducted by the nursery school teacher, 
concentrate on child behavior and de- 
velopment in general as well as on sub- 
jects related to cerebral palsy, and on the 
nursery school program, its philosophies, 
therapies, and plans. Mothers discuss 
their problems concerning their normal 
as well as their handicapped children. 
Speakers and films are often used to fo- 
cus discussion. Mothers are encouraged 
to ask “why”, to feel free to disagree, 
and to take part in improvement of serv- 
ice, and generally are treated as impor- 
tant collaborators. During the first 3 
years this class was held one evening a 
week. Following the withdrawal of the 
college’s support, the association contin- 
ued this class on a monthly basis. How- 
ever, parents and staff agree that once a 
month is not sufficient to meet the par- 
ents’ needs. 

The fathers usually meet once a month 
for similar discussions. Fathers also occa- 
sionally observe the morning nursery 
school sessions. Some help with building 
equipment and repairs. Occasionally the 
school is conducted on a Saturday so that 
as many of the fathers as possible can 
observe the activities and therapy. 

The physical, occupational, and speech 
therapists work with the children under 
the direction of the nursery school medi- 
cal consultant, an orthopedist. A monthly 
clinic is held so that the progress of the 
children can be evaluated periodically 
and parents’ questions answered. In the 
morning sessions, the therapists enlist the 
assistance of the mothers, instructing 
them in how to work with the children 
to achieve self-help in feeding, dressing, 
and toileting. They also teach the moth- 
ers some therapy techniques that can be 
applied at home and that can help them 
to understand better the purposes of the 
formal therapy sessions. 


NORMAL SIBLINGS 


Some misconceptions held by parents 
were revealed early in this program. The 
mothers of handicapped children, par- 
ticularly those who have no other chil- 
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dren, frequently attribute all their child’s 
problems and modes of behavior to the 
cerebral palsy, even behavior common 
among normal children. These miscon- 
ceptions were corrected when normal 
children were also included in the pro- 
gram. Siblings of the handicapped chil- 
dren are now included if they are of 
nursery school age. Mothers can observe 
normal child behavior and, by comparing 
it with the behavior of the handicapped, 
can see more easily which behavior pat- 
tern in their child can be attributed 
largely to the handicap and which to the 
normal emotional and physical reactions 
of a child. 


Admitting these normal siblings to the 


nursery school also has other values. The 
normal children stimulate the handi- 
capped children to greater achievement 
and, by giving them an opportunity to 
associate with other than handicapped 
children, help them to receive a less 
warped view of the world. They also 
make it possible for a mother of both a 
normal and a handicapped child to bring 
them both with her to the nursery school 
and so to solve the problem of being 
away from the normal child on her day 
at the nursery. 

At first a few people objected to the 
inclusion of normal siblings in the pro- 
gram, contending that the normal chil- 
dren might tend to copy the handicapped 
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children and thus become retarded in 
their own development. We have found 
a tendency to copy occurring only when 
the child first comes to the nursery 
school and then in only a minor way. If 
the handicapped child has been receiving 
a great deal of attention at home to the 
neglect of the normal child, the latter 
tends to become more dependent and to 
copy the handicapped child in some 
ways. However, as the normal child gains 
more attention and the parents receive a 
more objective and realistic view of the 
needs of both the handicapped child and 
his siblings within the family, this ten- 
dency disappears. 

As the program progressed, it was ob- 
vious to both staff and parents that, valu- 
able as it was, it had some limitations. 
These stemmed from the fact that the 
program was not providing for the ex- 
pression of the deeper feelings of guilt, 
resentment, and frustration which so of- 
ten interfere with parent-child relation- 
ships. Therefore the psychiatric social 
worker described the values of group 
psychotherapy to the mothers in one of 
their discussion sessions with the teacher. 
They expressed interest in this type of 
help, and all of the mothers voluntarily 
decided to participate in a 1-hour group 
therapy session once a week, with the 
psychiatric social worker as leader. 

Nearly all of the mothers have partici- 
pated in these sessions, which are held 
while the children are involved in nurs- 
ery school activities. In them they discuss 
freely their deeper feelings and problems, 
and receive help and support both from 
each other and from the professional 
worker. Shortly after these sessions were 
underway, the professional worker, the 
nursery school staff, the medical consult- 
ant, and the parents themselves began to 
observe considerable improvement in the 
parents’ attitudes toward their children. 
More parents were motivated to seek in- 
dividual help from the psychiatric social 
worker. 


OBSERVABLE RESULTS 


One of the first results observed in the 
program was the almost immediate less- 
ening of some of the mothers’ tension. 
Many mothers remarked that they felt 
frighteningly alone with their problem 
until they entered the nursery school pro- 
gram, but that after they began partici- 
pating in the program and _ became 
friends with the parents of other handi- 
capped children, the sharing of their 
common problem made them feel less 
isolated. Mothers have also made it clear 
that, as in all cooperative nursery schools, 
the knowledge and experience they gain 
from supervising and observing a number 
of small children is of value to them as 
they work with their own children and 
that it also helps them feel more confi- 
dent in continuing the self-help activities 
and therapy at home. 

The nursery school’s medical consult- 
ant has observed that the parents who 
have been in the program for about 2 
years have come to a greater acceptance 
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of medical evaluation and a more realis- 
tic view of their child’s handicap and 
potential than other parents with similar 
problems. He has stated that the nursery 
school parents seem to have less resent- 
ment, misunderstanding, and destructive 
attitudes than other parents of handi- 
capped children he has known. Similarly, 
teachers in the public school who by now 
have received some of the children once 
in the nursery school have said that their 
parents seem to have a more objective 
view of themselves and their children 
than parents in similar circumstances 
whose children have not attended the 
nursery school. 


The nursery school staff as a whole has 
observed much growth on the part of 
both parents and children. The children 
have developed socially, emotionally, and 
physically. Moreover, they have probably 
suffered less emotional trauma from the 
various types of therapy they have un- 
dergone than they might have if their 
parents had not been so obviously in- 
volved in the nursery school program. ' 

The staff has found that the presence 
and emotional attitudes of parents have 
not handicapped the therapists’ work, al- 
though, of course, some individual prob- 
lems have occurred. When parental atti- 
tudes have been disturbing, the parents 
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TRUE HIGH FIDELITY — Greater precision and baits of records 
result from the EK-III’s newly designed galvanometer, its new 
tubular flat-writing stylus, a special amplifier system. 


EASE OF OPERATION — A simplified top-loading paper drive 
mechanism eliminates tedious paper threading. No paper curl. 
Single 4-position Amplifier/Record switch saves time. One-sec- 
ond marker automatically indicates on the upper margin of the 
paper which speed is being used. Dual-speed (25mm./50mm. ) 


recording. 


. Separate “14 V” lead selector position to automatically reduce 


standardization on V leads one-half; wee in recording chest 


leads of high amplitude. 


DEPENDABILITY — Rugged construction assures years of trouble- 
free service. Realistic portability; weighs just 2214 pounds 
without accessories (2644 pounds complete). 


Will you say “yes” to our invitation to see the EK-Ill in action? 


Branch Offices: New York * Chicago 


* Atlanta « Los Angeles 
Dealers in all principal cities 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 


have had an opportunity to work out the 
emotions behind them in the group psy- 
chotherapy or with the psychiatric social 
worker or nursery school teacher. The 
therapists and nursery school teacher 
have been able to gear each mother’s 
participation to her understanding and 
ability, and to help each parent appre- 
ciate the fact that some things are be- 
yond her capacity. 

Although some persons had feared that 
the mother’s concentration on the handi- 
capped child in the nursery school would 
cause her to neglect the other children in 
the family, this did not seem to happen. 
When mothers were able to relax more 
in relation to their handicapped child be- 
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cause of the diminishing of their sense of 
guilt, of their resentment, and of other 
tensions, they could devote more thought 
and attention to themselves and their 
other children. The parent education 
classes and group psychotherapy sessions 
helped them to understand the normal 
children and their problems as well as 
the handicapped and so to see their role 
as mothers in the entire family in better 
perspective. Many of them achieved a 
good balance between attention to the 
handicapped child and consideration of 
their other children, their husbands, and 
themselves. Family life has thus been 
strengthened with mothers, fathers, and 
children more relaxed. 


AS PARENTS SEE IT 


Over the years no parent who has re- 
mained in the community has withdrawn 
from the program, except those whose 
children have been taken into the public 
school’s special classes. The parents have 
all carried out their required participa- 
tion willingly, and many of them have 
helped with additional projects. 

After the program had been in opera- 
tion for 2 years ‘se staff sent a question- 
naire to the 14 mothers to be answered 
anonymously. These were all returned 
promptly. 

The questionnaire results indicated that 
the mothers spent an average of 8 hours 
a week each in the program—in trans- 
porting their children to the school, help- 
ing in the school activities, and attending 
the parent education and group psycho- 
therapy sessions. To the question of 
whether this amount of time was com- 
pensated for by the values received, 12 
of the 14 mothers replied that they felt 
it did. 

In their returns the mothers indicated 
that the most useful results of their par- 
ticipation in all facets of the program 
were: (1) a clearer understanding of the 
child’s handicap; (2) a perspective on the 
child in relationship to other children 
and to his own potential. Twelve mothers 
recommended the continuation of a par- 
ent participation program as against a 
shift to a program for children only. 

The returns also showed that in the 
beginning the mothers had been uneasy 
about working with children who were 
severely handicapped physically or men- 
tally. Thirteen of the 14 mothers said 
that they had been disturbed at the pros- 
pect of working with severely physically 
handicapped children; 11 were disturbed 
about working with the mentally handi- 
capped. Eleven of the 14 mothers said 
that after a period of participation with 
these children they were no longer dis- 
turbed at all by working with physically 
or mentally handicapped children. 

One mother wrote of her participation 
in the nursery school: 

“T think it has helped my husband and 
me to become much more relaxed with 


our handicapped child. We couldn’t have 
loved her any more than we already did, 
but we began to understand her so much 
better in her needs and wants. It also 
helped me in not babying her so much 
and waiting hand and foot on her. It has 
helped me to understand that she must 
do things for herself that she is capable 
of doing but take her a long time to do. 
Also it has helped her to become used to 
my not being with her all the time. She 
used to cry when she first started nursery 
school, but after a while she felt secure 
when I left her for the two and a half 
hours to shop and she had to stay there 
without me.” 

In regard to the family counseling and 
group psychotherapy the returns indi- 
cated that on the whole the mothers felt 
that it had helped them to understand 
themselves and their relationship to their 
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Benztropine Methanesulfonate 


Parkinson’s disease does not have to mean a retreat from living or reluctance to face family and friends. 
Treatment with “CocENTIN often causes a diminution or disappearance of the typical parkinsonian facies. 
It has the ability to control severe tremor and may control sialorrhea better than atropine.”! Severe rigidity, 


contractures, and frozen states also respond to CoGENTIN.? Its prolonged action permits 24-hour control of 
symptoms with one bedtime dose.® 
Before prescribing or administering CocENTIN, the physician should consult the detailed information on use accompanying the package or available on request. 
Supplied: Tablets CoceNTIN (quarterscored), 2 mg., bottles of 100 and 1000. New dose form: Injection CocENTIN, 1 mg. per cc., ampuls of 2 cc., boxes of 6. 
References: 1. Finkel, M. J.: M. Times 86:1391, 1958. 2. Doshay, L. J., and Boshes, L.: Postgrad. Med. 27:602, 1960. 3. A. M. A. Council on Drugs: 
New and Nonofficial Drugs 1960, Philadelphia, J. B. Lippincott Company, 1960, p. 264. CocENTIN is a trademark of Merck & Co., Inc, 


isle) MERCK SHARP & DOHME Division of Merck & Co., Inc., West Point, Pa. 
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In acute and chronic diarrhea the most effective symptomatic 


action 


(polycarbophil-thihexinol methylbromide) 


fast action 1 fast action 2 

for too fluid feces: for too frequent evacuations: 
Exceptional water-binding Superior, yet selective, 

capacity of polycarbophil to nonopiate antimotility action 

absorb free fecal water of thihexinol methylbromide 


(Complete information regarding the use of Sorboquel Tablets is available on request.) 


dosage: For older children and adults, initial dosage of one SORBOQUEL Tablet q.i.d. is usually adequate. Severe diarrheas may require 
six, or even eight, tablets in divided daily doses. (Dosages exceeding six tablets a day should not be employed over prolonged periods.) 


Supplied: Sorboquel Tablets, bottles of 50 and 250. Each tablet contains 0.5 Gm. polycarbophil and 15 mg. thihexinel methylbromide. 
WHITE LABORATORIES, INC., Kenilworth, New Jersey 
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inside as well 
as outside’ 

the hospital.. 
staphylococci 
usually remain 
sensitive to 


HLOROMYCETIN 


(chloramphenicol, Parke-Davis), 


IN VITRO SENSITIVITY OF 250 STRAINS OF STAPHYLOCOCCI 
TO CHLOROMYCETIN AND TO FOUR OTHER ‘ANTIBIOTICS’ 


CHLOROMYCETIN 
Antibiotic A 
Antibiotic B 
Antibiotic C 


Antibiotic D 


21% 


78% 


45% 


These strains of coagulase-positive staphylococci were ‘tiled from hospitalized fins at a large 
county hospital during the year 1959. Sensitivity tests were done by the dise method. 


* Adapted from Bauer, A 


Warning : Serious and even fatal blood dyscrasias (aplastic 
anemia, hypoplastic anemia, thrombocytopenia, granulo- 
cytopenia) are known to occur after the administration of 
chloramphenicol. Blood dyscrasias have occurred after 
short-term and with prolonged therapy with this drug. 
Bearing in mind the possibility that such reactions may 
occur, chloramphenicol should be used only for serious in- 
fections caused by organisms’ which are susceptible to its 
antibacterial effects. Chloramphenicol should not be uséd 
when other less potentially dangerous agents will be effec- 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is hvailablein vari- 
ous forms, including Kapseals® of 250 mg., in bottles of 16 and 100. ’ 
See package insert for details of dosage and administration. 


. W,;; Perry, D. M., & Kirby, W. M. M.: J.AM.A.173: 475, 1960. 
“tive, or in the treatment of trivial ififections such as ‘eslds, 


influenza, viral infections of the throat, or as a prophy- 
lactic agent. 


Precautions: It is essential that adequate blood studies 
be made during treatnient with the drug. While blood 
studies may detect early peripheral blood changes, such as 
leukopenia or granulocytopenia, before they, become irre- 
versible, such studies cannot be relied upon to detect bone 
marrow depression prior to po a of aplastic anemia, 
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For effective treatment and relief of painful muscular 
spasms, sprains, strains, stiff neck, lumbago and sciatica, many 
doctors are getting remarkable results with Gebauer’s Ethyl Chloride spray. 
Clinical studies indicate cases where both temporary and permanent relief 
have been recorded. Available in the dispenseal amber bottle with a choice 
of three nozzle openings: fine, medium or coarse jet spray. Also packaged 
in the 100 gram, unbreakable tube with finger-tip control valve, Gebauer’s 
ETHYL CHLORIDE 


Ethyl Chloride is an important item in the 

modern doctor’s emergency kit. GS 

For additional information and a summary of BAU 
clinical results, write: Gebauer Chemical Company, cHEMICAL COMPANY 
9410 St. Catherine Avenue, Cleveland 4, Ohio. Makers of: FLURO- ETHYL 


Any Sensible Shoe.. 
plus CUBOIDS 
can offer EFFECTIVE SUPPORT 


Alkalol 


For mucus membranes 
bland, effective 


- Your patients can conform to the 
latest (non-radical) footwear fash- 
ions when wearing Cuboid Shoe 
Inserts ... and still enjoy firm, yet 
gentle support where so often 
shown to be required. 

Bear in mind, Cuboids are not a 
make of shoe: they are lightweight 
inserts that are slipped into the 
regular shoe. With wear, the Cuboid 
“breaks in” and takes form that 
compensates between an unyielding 
shoe sole and the plantar area 

of the patient’s foot. 

Burns Cuboids have been prescribed 
by physicians for as long as 23 years. 
The product has been advertised 

to you in these columns for the past 
eleven years. They are widely 
available in shoe stores and shoe 
departments, in 248 styles and sizes. 


Aspecial data sheet describing the functions of Cuboid 
Shoe Inserts is available to doctors on request. 


Write for sample 
THE ALKALOL COMPANY 
TAUNTON 23, MASS. 


BURNS CUBOID CO. 


Established 1936 
P. Cuboids 
Santa Ana ~- California 


children and to learn to handle them. 
selves and their family situations more 
constructively; that it had relieved their 
anxiety about their child and increaseq 
their acceptance of his limitations and 
realizations of his abilities. 

The mothers reported that the group 
psychotherapy had helped them to recog. 
nize that others have similar feelings and 
family problems; to discuss their prob- 
lems freely and receive help in regard to 
them; to formulate thoughts and feelings 
that they were only partly aware of pre- 
viously; to assert in an accepting environ- 
ment more of their own feelings and at- 
titudes about their child, negative and 
positive; and to exchange pertient expe- 
riences with other parents. 

The others were asked, “If you were 
involved in setting up a nursery school 
for handicapped children would you rec- 
ommend to such a group that the pro- 
gram include: individual family counsel- 
ing? group psychotherapy?” Thirteen of 
the mothers answered “yes” in regard to 
individual counseling (one did not an- 
swer); and 14 answered “yes” to group 
therapy. 


A FAMILY APPROACH 


What experience in the program can 
mean to a family may be illustrated with 
the A family in which the cerebral pal- 
sied child, a boy of 4, had been diag- 
nosed as both mentally retarded and 
emotionally disturbed. The mother came 
to the nursery school in a very question- 
ing mood, inclined to disbelieve that her 
child was badly handicapped. She herself 
was a seriously withdrawn individual, 
unable to express herself, and very anti- 
social. After a long emotional struggle in 
which the other mothers and the psycho- 
therapist participated, she came to real- 
ize the severity of her child’s mental 
retardation. 

Through the total family approach, 
which included staff talks with the father 
and his participation in fathers’ meetings, 
as well as the mother’s participation in 
the school activities and the psychother- 
apeutic sessions, she and her husband 
came to accept a fairly accurate appraisal 
of their child. The mother gained in her 
emotional stability and became more out- 
going. She learned to cope with the very 
difficult behavior of a younger, normal 
child, who was included in the nursery 
school, and along with her husband was 
able to take appropriate steps for long- 
term care of their handicapped child 

after accepting the facts and their feel- 

ings about them. 

Staff, parents, and interested observers 

of this program have come to believe 

that the key to helping such families as 

the A’s has been the combination of 

services given to them and the awareness 

of the whole family’s needs in all phases 

of the program. They also believe that 

this type of program would be applicable 

in work with children with other types of 
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Geriliqu 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


Other Benefits: 

e Increases ability to walk farther with less pain 
@ Relieves pain, dizziness and faintness 

e@ Improves appetite and brightens the mood 


Composition: Each 5 mi. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 


Dosage: One or two teaspoons three times dally before meals. 
Supplied: 8 oz. bottles. 72260 


. LAKESIDE LABORATORIES, INC. 
Milwaukee 1, Wisconsin 
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PRURITUS ANI 
Treated Orally with 


Borcherdt's 


MALT SOUP EXTRACT 


(MALTSUPEX) @ 
POWDER LiQuID 


shows good results. We would like to 
send you the recently published paper 
by Dr. Louis H. Brooks who says, 


“I¢ was found that administration of Malt 
Soup Extract in dosages of one or two table- 
spoonfuls twice daily produced favorable re- 
sults. Within two or three days after begin- 
ning this simple regimen, the itching and 
burning usually disappeared. Frequently 
there was prompt remission of symptoms 
which was followed by improvement in the 
condition of the tissue of the anal canal and 
the perianal skin.* 

alt Soup Extract promotes the growth of 
aciduric flora in the lower tract. Because this 
product is a food and not a drug, there are no 
side effects. Because it is not habit forming, 
it can be given over long periods of time 
when necessary. Diabetic patients should 
allow for 60 celecies for each tablespoonful. 

Malt Soup Extract Powder is specially 
processed non-diastatic barley malt extract 
neutralized with potassium carbonate. 

Two heaping tablespoonfuls twice a day 
is the usual effective dose and this may be 
reduced to two tablespoonfuls at bed time 
when satisfactory results are secured. 

Malt Soup Extract is available in liquid and 

wder form in 8 oz. and 16 oz. jars at most 

rug stores coast to coast. 
*Diseases of the Colon & Rectum, 
Vol. 1, No. 5, Sept.-Oct. 1958. 
Samples and literature gladly sent 
i on your request 


Borcherdt Company 


217 North Wolcott Avenue, Chicego 2, Ill. 
In Canada: Chemo Drug Co. Lid., Toronto, Ont. 


N GHRONIC URINARY 
INFECTIONS. 


Soothes... Burning Urination 
GLEARS...Infected Urine 


Urolitia is bacteriostatic, bactericidal, non- 
toxic, does not produce drug-fastness, pro- 
vides simple dosage, and is economical for 
long term therapy. 

Urolitia rapidly controls E. coli, S. albus, 
and S. aureus infection. Its soothing action 
is due to the prompt release of Triticum and 
Zea extractives by the kidney into the in- 
flamed bladder. 


Samples on Request 
Urolitia is especially useful for elderly patients 
with due to cystocele or 
prostate, in whom permanent sterilization of the 
urine cannot be expected, 
CONTAINS NO DYES 
Urolitia—each tablespoonful contains; 


In a soothing, demuicent 
Triticum and Zea. 

Dose: 1 Ths. in 4% cup warm water % hr. a.c. and h.s. 
Decrease dose after second day. 

Supplied: Bottles of 8 fl. oz. 


BORCHERDT COMPANY 


217 North Wolcott Avenue Chicago 12, Illinois 


Some aspects 
of gerontology 
in the 
United States* 


Stanley R. Mohler, M.D.+ 


Today in the United States the declin- 
ing athletic prowess which accompanies 
aging, particularly after age 40, is far 
less significant occupationally to laborers 
as a group than it was two generations 
ago and earlier. This fact is a direct re- 
sult of technological change, a develop- 
ment which, in effect, has provided the 
industrial energy requirements of the 
United States with calories derived for 
the most part from nonmuscle sources. 
On the other hand, the laborer, white 
collar worker, professional person, and 
other categories of citizens find that al- 
though certain problems of aging, serious 
in 1900, are no longer so pressing, other 
problems have emerged which may in 
the long run prove far more difficult to 
resolve. Some will never be solved or 
compromised to the satisfaction of all. 


HEALTH 


Cardiovascular and cerebrovascular dis- 
ease, of which atherosclerosis constitutes 
the most frequently found pathological 
change, is the leading cause of death in 
the age group over 65 years. Cancer is 
second. Together these conditions account 
for more than three-fourths of the deaths 
of older persons. Acute respiratory infec- 
tious diseases are next most numerous 
among causes of death, followed by the 
category of accidents. Falls, motor ve- 
hicle accidents, and fires comprise 85 
per cent of the fatal accidents which 
occur among the aged. 

Several usually nonfatal conditions are 
common among the aged. Periodontal 
disease is claiming most of the teeth 
lost after the age of 35. Cataracts in 
various stages of development are found 
in more than half of the individuals over 
65. Almost all persons over 65 have some 
degree of hearing loss. Osteoarthritis is a 
cause of daily discomfort to many older 
persons and is particularly bothersome 
when it occurs in the hips and fingers. 
Osteoporosis, senile emphysema, and be- 
nign prostatic hypertrophy have their 
highest incidences, as expected, among 
the geriatric patients. 

About 136,000 patients over 65 cur- 
rently reside in State hospitals for the 
mentally ill, comprising about 30 per cent 
*Reprinted from Public Health Reports, Decem- 
ber 1960. 

*+Dr. Mohler is medical officer of the Center 
for Aging Research, National Institutes of 
Health, Public Health Service. The article is 
based on a paper presented at the Section on 


Geriatrics and Gerontology, Pan American 
Medical Association, Mexico City, May 4, 1960. 
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in allergic dermatoses | 


POLARAMINE 


rapid relief of itching, associated symptoms 


POLARAMINE provides unexcelled antihista- 
minic effectiveness with minimal dosage for 
your patients with allergic dermatoses. Itching, 
inflammation quickly cease, exudation mark- 
edly diminishes and healing commences. Your 
patients look better, feel better because the 
rapid improvement you can expect with 
POLARAMINE helps resolve unsightly lesions 
and controls itching—puts an end to uncom- 
fortable days and sleepless nights. 


For daylong or nightlong control, PoLARAMINE 
Repetass®, 4 and 6 mg., afford prolonged 
relief, eliminate repeated taking of medication. 


Also available as Tablets, 2 mg., and Syrup, 2 mg./5 cc. 
For complete details, consult latest Schering literature 
available from your Schering Representative or Medical 
Services Department, Schering Corporation, Bloomfield, 
New Jersey. 
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of the patient load of these institutions. 

About 90 per cent of these patients are 
diagnosed as “senile brain syndrome” or 
“arteriosclerotic brain syndrome.” These 
diagnoses are far removed from schizo- 
phrenia and the affective disorders, con- 
ditions for which the institutions were 
originally established. 

An important consideration in the men- 
tal health of the average older person is 
the fact that the United States has what 
sociologists have termed a youth-oriented 
culture. Apparently, the frontier-times re- 
spect for high physical capacity, asso- 
ciated with the ability to drop previous 
modes of life, break with tradition, and 
start anew, has not yet been replaced by 
other philosophies. This cultural milieu 
produces a feeling of inferiority in many 
older persons. It is thought that tenden- 
cies toward mental depression and hypo- 
chondriasis may arise on this basis. 

The ease with which he becomes fat 
plagues the average person in the United 
States as he ages. It appears that the 
appetite is one psycho-physiological 
phenomenon which does not decine with 
age, and it may even become unmanage- 
able. Some have estimated that the aver- 
age adult is 10 to 15 pounds overweight. 
The problem with such estimates is that 
no one has been able to define “ideal 
weight” adequately. 

In the hospitals of the 
United States, there is about 1.0 hospital- 
day per person per year for the age 
group 25-64. For the age 65 and over 


bracket, this statistic is 1.8. Furthermore, 
those in the over 65 bracket stay an 
average of 15 days per hospitalization, 
while those in the 25-64 age group stay 
9 days. In chronic disease hospitals,nurs- 
ing homes, and related institutions the 
aged occupy the vast majority of the 
beds. 


At present, various methods of meeting 
the medical expenses of the elderly are 
receiving national attention. It is appar- 
ent that a certain segment of this expense 
must be met by the community at large. 
Possibly the community may be able to 
cut expenditure considerably by investing 
in certain rehabilitation and home care 
programs. 


INCOME 


Increases in technological complexity 
cause the older worker certain difficulties 
if he should seek a new job. It is quite 
possible to find that one’s skills have 
become hopelessly outmoded after 30 
years’ employment in a given occupation. 
Recently a congressional subcommittee 
observed that at least half of the aged in 
the United States cannot afford decent 
housing, medical care, or recreation. Also, 
fixed incomes after retirement, derived 
from pensions of various types, are often 
diluted by the effects of inflation. 


RETIREMENT 


After a life of busy, gainful employment, 


free time becomes a heavy burden for 
the retiree. A search for satisfying pur- 
suits is facing most retired persons. 

A number of retired persons are moy- 
ing to parts of the United States having 
warm weather the year around. Florida, 
Arizona, and southern California are the 
popular areas. We have not yet fully 
assessed the impact of such moves upon 
the retiree, particularly when the reloca- 
tion means loss of touch with lifelong 
friends, family members, and familiar 
environments. 

A critical factor in retirement is the 
matter of retaining a feeling of self-re- 
spect. When one is no longer a bread- 
winner, and particularly if one reverts 
to a dependency status, feelings of use- 
lessness are apt to occur. 


HOUSING 


The new high-rise apartment houses for 
the elderly may be ideal for some older 
persons, but certainly not for all. The 
absence of younger people may be dis- 
turbing to many. On the other hand, such 
facilities do provide a convenient con- 
stellation of potential companions. 
Three-fourths of the persons over 65 
in the United States live in what could 
be termed a family (living with a spouse, 
blood relative, or relative by marriage or 
adoption). Of the remaining older per- 
sons, one in five lives with nonrelatives, 
while four in five live alone. 
Today’s picture in regard to old folks 
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Demethylchlortetracycline 

activity with lower intake 
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Demethylchlortetracycline and Nystatin Lederle 


Request complete information on indications, dosage, precautions and contra- 
indications from your Lederle representative, or write to Medical Advisory mae 
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7 Gm. pink granular powder contains: O 


Psyllium hydrocolloid .............. 3 Gm. 


the highly purified hemicellulose of 

the husk of the psyllium seed 

(Plantago ovata, Forsk). re) 
Dilacetylhydroxyphenyljisatin ........ 3 mg. 


(chemically similar to the active 
principle of prunes) 


Ore 


7 Gm. tan granular powder contains: 


Psyllium hydrocolloid .............,. 3 Gm. 


the highly purified hemicellulose of 
the husk of the psyllium seed 
(Plantago ovata, Forsk). 


‘ex. O 


FOR THE CHRONICALLY OR ROUTINELY CONSTIPATED 


(psyllium with a mild peristaltic stimulant) 


FOR PATIENTS WHO NEED BULK ONLY 


(psyltium with no peristaltic stimulant added) 
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homes and nursing homes has radically 
changed, when contrasted with the situa- 
tion in 1900. The modern domiciliary 
institution, particularly the home for the 
aged, is not a refuge for the indigent. It 
is becoming a place where enlightened 
staff members counsel and assist residents 
in regard to various daily activities. The 
demand for such facilities still exceeds 
the supply. 


THE FAMILY 


Three-generation families present com- 
plex social problems. The rapidly growing 
suburban areas, crowded with houses 
designed for two adults and two children 
and characterized by minute yards and 
inadequate recreational facilities, do not 
provide places for grandparents. 

Nevertheless, it is true that many chil- 
dren must, upon reaching adulthood, take 
in their aged parents. The conflicts which 
often characterize such associations can 
have serious mental health consequences, 
particularly in societies with rapidly 
changing ideals. The young adult’s scorn 
for his aged parent’s beliefs leads to 
intrafamily strain and feelings of mis- 
understanding and guilt. 


RESEARCH 


The health-related aspects of aging are 


receiving the attention of numerous re- 
searchers. However, many believe that 
the gap between what we need to know 
about aging and what we do know is 
so large that much more research is re- 
quired. To this end, the Federal Govern- 
ment has established various administra- 
tive components which spend full time 
on matters pertaining directly to aging. 
Many State and local governments have 
followed suit, and various private organi- 
zations which focus on aging have come 
into existence. 

Last year the National Institutes of 
Health of the Public Health Service 
granted about $12 million to various med- 
ical schools and universities for studies 
on aging. Other agencies and organiza- 
tions also provided support for geronto- 
logical investigations. These efforts must 
continue and expand, for, like the myth- 
ological Hydra, who, upon losing one 
head, would regenerate two, the solution 
of one gerontological dilemma results in 
others still to be resolved. Indeed, some 
of the individual’s ultimate problems of 
aging will only be solved through death. 
In other words, rather than devoting our 
energies and philosophical efforts to en- 
deavors which seek to attain that will-o’- 
the-wisp, agelessness, the Public Health 
Service is fostering the approach which 
seeks to preserve optimal well-being 


throughout the natural life of the indi- 
vidual. 

Delegates of the States and territories 
of the United States will meet in Wash- 
ington, D. C., for the White House Con- 
ference on Aging on January 9 to 12, 
1961. This will be a nation-wide attempt 
to further delineate current problems in 
gerontology and formulate recommenda- 
tions for action. The postconference re- 
port to the President of the United States 
will summarize the information high- 
lighted by the conference. 


Books received 


Books received for review during the 
period from April 5 to May 5 are listed 
below. Reviews will be published as 
space permits. 


THE PHYSIOLOGY OF EMOTIONS. Report 
of the Third Annual Symposium of the Kaiser 
Foundation Hospitals in Northern California, 
San Francisco. Edited by Alexander Simon, M.D., 
Professor and Chairman, Department of Psy- 
chiatry, University of California School of Medi- 
cine; Medical Director, Langley Porter Institute, 


our ‘DEBON-AIRE’ unr 


YOUR COMPLETE AIR-SUCTION SOURCE 


Debon-Aire has everything in a single, compact unit. There are drawers 
for instruments and supplies; stainless-steel racks for bottles and sprays 
(protected by a hinged cover); black glass top; stainless-steel toe-strip. 
Size of top, 14" x 18"; height overall 361%2‘". Pump switch and elec- 


trical outlet on right side of cabinet. 


WHIRLWIND PUMP 


The Whirlwind Pump is a powerful rotary 
with automatic oiling, vacuum trap, gauges, 
regulators, muffler-filter. It is quiet as a 
whisper. The suction bottle is of 32-o0z. 
capacity. Bottle cap is chrome plated and 
has separable fittings. The bottle bracket 
is of stainless steel and may be mounted 
on either side of cabinet (specify). 


Cat. No. CR 2550 


price $22500 


Without suction bottle and bracket ... . $210.00 
Ether Bottle and bracket available at $18.50 
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HOW MER/29 DIFFERS FROM OTHER CHOLESTEROL-LOWERING MEASURES 


specific, demonstratéd inhibition 
of cholesterol biosynthesis... 


@ 


acetoacetate 


mevalonic acid 


5-carbon unit (5 step 


— 


< 


lanosterol (3 steps) 


zymosterol 


desmosterol . 


TT 


site of MER/29 action | 


cholesterol 


The primary, the on/y known action of MER/ 29 is to lower the total body pool of 
* sterols (serum and tissue); no effect on any other system or organ reported to date. 


“Using each patient as his own control, the peak total sterol radioactivity after 
* injection of mevalonic acid-2-C'* was compared on and off MER/29. As much 
as a 50 per cent inhibition on MER/29 was observed in some patients.” 
—Steinberg, D.; Avigan, J., and Feigelson, E. B.: Circulation 22:663 (Oct.) 1960. 


3 “Studies of lipid metabolism have stressed the importance of cholesterol bio- 
* synthesis, as opposed to cholesterol intake, in determining cholesterol balance.” 


— National Heart Institute: Diet, Hormones, and Atherosclerosis..., Bethesda, Md., U.S. National 
Institutes of Health, 1958. 
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.leading to specific, demonstrated 
advantages in cholesterol-lowering 
the rapy particularly in patients with coronary artery 


disease, generalized atherosclerosis, and other 
conditions thought to be associated 
with abnormal cholesterol metabolism 


MER/29 REDUCES CHOLESTEROL IN AS MANY AS 8 OUT OF 10 
PATIENTS: MER/29 reduces both serum and tissue cholesterol without strict 
adherence to diet. Although some physicians prefer to use MER/29 in conjunction 
with controlled diets, cholesterol can be reduced successfully without such limitation. 


CONCURRENT BENEFITS REPORTED IN SOME PATIENTS: In patients . 


with coronary artery disease, some of the concurrent benefits reported include decreased 
incidence and severity of anginal attacks, improved ECG patterns, diminished nitro- 
glycerin dependence, and increased sense of well-being. 


MER/29 HAS PRODUCED FEW SIDE EFFECTS, NO TOXICITY: Patients 
have been treated with MER/29 for continuous periods up to.19 months. In no case 
has there been evidence of serious toxic effects on.the function of any vital organ 
or system. Side effects (nausea, headache, dermatitis) are rare and have usually been 
associated with dosages greater than those recommended for effective therapy. 


MER/ 29 is compatible with other cardiovascular therapies. It can be used along with 
measures which control anxiety, hypertension, obesity and other conditions associated 
with cardiovascular disorders. These include nitroglycerin, PETN, and anticoagulants. 
CAUTION: Since long-term MER/29 therapy may be necessary, periodic examinations, including 


liver function tests, are desirable. Also, since MER/29 inhibits cholesterol biosynthesis, and cho- 
lesterol plays an important role in the development of the fetus, the drug is contraindicated in 


pregnancy. 
DOSAGE: One 250 mg. capsule daily, before breakfast. 


SUPPLIED: Bottles of 30 pearl gray capsules. 
Complete bibliography and product information available on request. 


MER/ 


M ll The Wm. S. Merrell cana: 
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San Francisco, Charles C. Herbert, M.D., Chief 
of Medicine and Director of Medical Education, 
Kaiser Foundation Hospital, San Francisco; and 
Ruth Straus, Department of Publication, Kaiser 
Foundation Hospitals, Oakland, California. Cloth. 
Pp. 248, with illustrations. Price $8.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 3961. 


CALCULATIONS IN PHARMACY. By Sue 
H. Rouse, M.S., Assistant Professor of Pharmacy, 
University of Houston, College of Pharmacy; 
and M. George Webber, Ph.D., Association 
Professor of Pharmacy, University of Houston, 
College of Pharmacy. Cloth. Pp. 234. Price 
$5.00. J. B. Lippincott Company, East Wash- 
ington Square, Philadelphia 5, 1961. 


A TEXTBOOK OF PATHOLOGY. An Intro- 
duction to Medicine. By William Boyd, M.D., 
Dipl. Psychiat., M.R.C.P. (Edin.), Hon.F.R.C.P. 
(Edin.), F.R.C.P. (Lond.), F.R.C.S. (Can.), 
F.R.S. (Can.), LL.D. (Sask.), (Queen’s), D.Sc. 
(Man.), M.D. (Oslo), Professor Emeritus cf 
Pathology, The University of Toronto; Visiting 
Professor of Pathology, The University of Ala- 
bama; formerly Professor of Pathology, The 
University of Manitoba and the University of 
British Columbia. Ed. 7. Cloth. Pp. 1370, with 
illustrations. Price $18.00. Lea & Febiger, 
Washington Square, Philadelphia 6, 1961. 


MANUAL OF CLINICAL BACTERIOLOGY. 
By Alexander Kimler, Ph.D., Supervisory Bacte- 
riologist, Laboratory Aids Branch, Division of 
Research Services, National Institutes of Health, 
Bethesda, Maryland. Paper. Pp. 201, with illus- 
trations. Price $4.75. J. B. Lippincott Company, 
East Washington Square, Philadelphia 5, 1961. 


CHEMISTRY OF ENZYMES IN CANCER. 
By Franz Bergel, D. Phil. Nat., D.Sc., F.R.S., 
Professor of Chemistry, University of London, 
Institute of Cancer Research: Royal Cancer 
Hospital, London. Cloth. Pp. 122, with illus- 


trations. Price $5.50. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1961. 


Ciba Foundation Symposium jointly with 
Committee for Symposia on Drug Action. AD- 
RENERGIC MECHANISMS. Editor for the 
British Pharmacological Society: J. R. Vane, 
B.Sc., D.Phil. Editors for the Ciba Foundation: 
G. E. W. Wolstenholme, O.B.E., M.A., M.B., 
M.R.C.P.; and Maeve O’Connor, B.A. Cloth. 
Pp. 632, with illustrations. Price $12.50. Little, 
Brown and Company, 34 Beacon Street, Boston 
6, 1961. 


ANESTHESIA AND THE LAW. By Carl 
Erwin Wasmuth, M.D., LL.B., Staff Anesthesiol- 
ogist, Department of Anesthesiology, Cleveland 
Clinic Foundation and The Frank E. Bunts 
Educational Institute, Cleveland, Ohio; Assistant 
Professor in Legal Medicine, Director of the 
Department of Medical-Legal Affairs, Cleve- 
land-Marshall Law School; Member of the Ohio 
Bar, Cleveland, Ohio. Cloth. Pp. 105, with 
illustrations. Price $5.00. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1961. 


DIRECT ANALYSIS AND SCHIZOPHRE- 
NIA. Clinical Observations and Evaluations. By 
O. Spurgeon English, M.D., Professor and Head, 
Department of Psychiatry, Temple University 
Medical Center, Philadelphia, Pennsylvania; 
Warren W. Hampe, Jr., M.D., Associate in 
Psychiatry, Temple University Medical Center, 
Philadelphia, Pennsylvania; Catherine L. Bacon, 
M.D., Clinical Professor of Psychiatry, Temple 
University Medical Center, Philadelphia, Penn- 
sylvania; and Calvin F. Settlage, M.D., Associ- 
ate Professor of Psychiatry, Temple University 
Medical Center; Director of Training, Child 
Psychiatry Clinic, St. Christopher’s Hospital for 
Children, Philadelphia, Pennsylvania. Cloth. Pp. 
128. Price $4.25. Grune & Stratton, Inc., 381 
Park Avenue South, New York 16, 1961. 


THE AIR WE BREATHE. A Study of Man 
and His Environment. Edited by Seymour M, 
Farber, M.D., Chief, University of California 
Tuberculosis and Chest Service, San Francisco 
General Hospital; Assistant Dean, Department 
of Continuing Education in Medicine and the 
Health Sciences, University of California Schoo} 
of Medicine and University Extension, San 
Francisco, California; and Roger H. L. Wilson, 
M.D., Assistant Clinical Professor of Medicine; 
Assistant Head, Medical Extension, University 
of California School of Medicine and University 
Extension, San Francisco, California. Cloth. Pp, 
414, with illustrations. Price $14.00. Charles C 
Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1961. 


CHEST PAIN. Systematic Differentiation and 
Treatment. By Nathaniel E. Reich, M.D. 
F.A.C.P., F.C.C.P., Clinical Assistant Professor 
of Medicine, State University of New York, 
Downstate Medical Center, Brooklyn; Attending 
Cardiologist, Jewish Chronic Disease Hospital; 
Attending Physician, Unity Hospital; Consultant, 
St. Joseph’s Hospital, Long Beach Memorial 
Hospital, Kings Highway Hospital, Linden Gen- 
eral Hospital, and Interboro General Hospital; 
and Rudolph E. Fremont, M.D., F.A.C.P., 
F.C.C.P., Clinical Assistant Professor of Medi- 
cine, State University of New York, Downstate 
Medical Center, Brooklyn; Chief, Cardiovascular 
Service, Veterans Administration Hospital, 
Brooklyn; Associate Attending Physician, Jewish 
Chronic Disease Hospital and Maimonides Hos- 
pital. Cloth. Pp. 366, with illustrations. Price 
$9.00. The Macmillan Company, 60 Fifth Ave- 
nue, New York 11, 1961. 


ROENTGENOLOGY OF INTRACRANIAL 
MENIGIOMAS. By Sidney P. Traub, M.D., 
Associate Professor of Radiology, University of 
Saskatchewan College of Medicine; Assistant 
Director of Radiology, University Hospital, 
Saskatoon, Canada; Honorary Consultant Radi- 
ologist, Saskatchewan Cancer Commission; for- 


COMMON SENSE FOR A COMMON PROBLEM from 


IF you need SAFE, EFFECTIVE THERAPY for long-term 


treatment of ARTHRITIS and RHEUMATISM remember 


SALIMEPH 


Salicylamide 


Mephenesin 
Vitamin C 


analgesic ~~ 
antirheumatic". 


relief of spasm 


maintains 
adrenal reserve ~~” 


For Best Results Prescribe SALIMEPH FORTE 


Each capsule-shaped tablet contains: 
Salicylamide . . . . . 500 mg. 
Mephenesin . . . . . 833 mg. 
50 mg. 


Ascorbic Acid .... 
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Write for sample and literature to 


KREMERS-URBAN CO. 
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...does she know that only you can help? 


Many patients are unaware that their physician is the best source of contraceptive advice. 
Your prescription for Ortho-Gynol or Ortho-Creme with a diaphragm assures her the best avail- 
able contraceptive protection. Accurate tests* for spermicidal potency, as well as years of 
clinical use, demonstrate that ORTHO contraceptive products are instantaneously spermicidal. 
The choice between Ortho-Gynol and Ortho-Creme is one of individual esthetic preference. 


Ortho-Gynol Ortho-Creme 


vaginal jelly vaginal cream 


*The spermicidal potency of all ORTHO products is controlled by the Titration Test and the Sander-Cramer Test, 
which more closely duplicate vaginal conditions during coitus than other tests. 
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Anywhere in the capillary system 


LEAKAGE DUE TO ABNORMAL FRAGILITY 
AND PERMEABILITY CAN BE MINIMIZED 


® hesperidin complex and ascorbic acid 
HESPER-C 


A safeguard against capillary fragility: Hesper-C helps restore and maintain essential 
capillary integrity in a wide range of conditions, including: habitual abortion,!:?+ diabetic 
retinopathy,’ surgical oozing and bleeding; senile purpuras® contusions, “easy bruising”;* 
as well as in the “little strokes” so common to our aging population. 


Adequate dose is important. Therapeutic: No less than 6 capsules of Hesper-C or 6 teaspoonfuls of Hesper-C Liquid, or 
3 Hesper-C bitabs daily in divided doses. Maintenance and prophylaxis: 4 Hesper-C capsules or 4 teaspoonfuls of Hesper-C 
Liquid, or 2 Hesper-C bitabs daily. No toxicity or untoward effects have ever been reported even with massive dosage. 
Also available: Hesper-C Prenatal — the capillary-protective factors plus complete prenatal vitamin-mineral supplementation. 


References: 1. Javert, C. T.: Obst. & Gynec. 3:420, 1954. 2. Birnberg, C. H.: Symposium on Stress and Circulation, 
Detroit, Wayne County Chapter, Michigan Academy of General Practice, January 7, 1959, p. 13. 3. Monninger, R. H. G.: 
Ibid., p. 49. 4. Greenblatt, R. B.: Obst. & Gynec. 2:530, 1953. 5. Poore, G. C.: Proceedings North Central Section, Ameri- 
can Urological Association, 1955, p. 142. 6. Martin, G. J. (Ed.): Hesperidin and Ascorbic Acid, Basel, Switzerland, 


S. Karger, 1955. 7. Dowd, T. F:: Philadelphia Med. 54:1184, 1952. Thedemncte: Bitebe 
Division of Richardson-Merrell Inc. 
‘ THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. ne-1763/63 1-61 
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THIS MOTHER 


MILK, 


© creased 


"from Contented Cows" 


Ready-prepared, for convenience. Carnalacis Carnation Evaporated Milk with its added VitaminD, 
plus carbohydrate. The mother just adds water. Diluted 1:1, Carnalac provides 2.8% protein, 7.1% 
carbohydrate, 3.2% fat, 400 |.U. Vitamin D per reconstituted quart, 20 calories per fluid ounce. 
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CONSULTS 


THE DOCTOR PRESCRIBES the dilution and carbohydrate adjustment 

for each baby’s needs, with Carnation-the flexible formula milk. 

THE DOCTOR DECIDES the proper time and amounts of 

iron, Vitamin C and other supplementation for each individual. 

THE BABY THRIVES-as babies have for generations on natural 

cow’s milk in its soft-curd form, with protein and other nutrients 

at /eve/s proven adequate by 30 years of successful feeding 

with the Carnation Evaporated Milk formula. : 
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merly, Fellow in Neuroradiology, Montreal 
Neurological Institute, Montreal, Canada. Cloth. 
Pp. 238, with illustrations. Price $14.00. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1961. 


Ciba Foundation Study Group No. 6. MET- 
ABOLIC EFFECTS OF ADRENAL HOR- 
MONES. Editors for the Ciba Foundation: G. 
E. W. Wolstenholme, O.B.E., M.A., M.B., 
M.R.C.P.; and Maeve O’Connor, B.A. Cloth. 
Pp. 109, with illustrations. Price $2.50. Little, 
Brown and Company, 34 Beacon Street, Boston 
6, 1960. 


CHEMISTRY OF DIGESTIVE DISEASES. 
By John R. Gamble, M.D., Clinical Instructor in 
Medicine, Stanford University School of Medi- 
cine; and Dwight L. Wilbur, M.D., Clinical 
Professor of Medicine, Stanford University 
School of Medicine. Cloth. Pp. 120, with illus- 
trations. Price $4.50. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1961. 


A MANUAL OF CUTANEOUS MEDICINE. 
By Donald M. Pillsbury, M.A., D.Sc. (Hon.), 
M.D., F.A.C.P., Professor and Chairman of 
Department of Dermatology, University of 
Pennsylvania School of Medicine; Director, 
Commission on Cutaneous Diseases, Armed 
Forces Epidermiological Board; President, XII 
International Congress of Dermatology; Walter 
B. Shelley, M.D., Ph.D., F.A.C.P., Professor of 
Dermatology, University of Pennsylvania School 
of Medicine; National Consultant in Derma- 
tology to the Surgeons General, U. S. Army and 
U. S. Air Force; and Albert M. Kligman, M.D., 
Ph.D., Professor of Dermatology, University of 
Pennsylvania School of Medicine; Professor of 
Dermatology, University of Pennsylvania Gradu- 
ate School of, Medicine. Cloth. Pp. 430, with 


illustrations. Price $9.50. W. B. Saunders Com- 
pany, West Washington Square, Philadelphia 
961. 


711 MEDICAL MAXIMS. Vol. II. By Wil- 
liam S. Reveno, M.D., Associate Professor of 
Clinical Medicine, Wayne State University Col- 
lege of Medicine; Physician, Harper Hospital 
and Detroit Receiving Hospital, Detroit, Michi- 
gan. Cloth. Pp. 177. Price $3.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1961. 


CLINICAL DISTURBANCES OF RENAL 
FUNCTION. By Abraham G. White, M.D., 
F.A.C.P., Associate Visiting Physician and Chief 
of the Renal Disease Clinic, Queens Hospital 
Center, Jamaica, N.Y. Cloth. Pp. 468, with 
illustrations. Price $10.50. W. B. Saunders Com- 
pany, West Washington Square, Philadelphia 
5, 1961. 


FUNCTIONAL BEHAVIOR OF THE MI- 
CROCIRCULATION. By Benjamin W. Zwei- 
fach, Ph.D., Professor of Pathology, New York 
University School of Medicine, New York City. 
Cloth. Pp. 149, with illustrations. Price $7.00. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1961. 


DIAGNOSTIC CYTOLOGY AND ITS HISs- 
TOPATHOLOGIC BASES. By Leopold G. Koss, 
M.D., Director of Cytology and Associate At- 
tending Pathologist, Memorial Hospital for Can- 
cer and Allied Diseases; Associate Member and 
Head, Section of Cytopathology, Division of 
Pathology, Sloan-Kettering Institute for Cancer 
Research; Associate Professor of Pathology, 
Sloan-Kettering Division of Cornell University 
Medical School; Associate Visiting Pathologist, 
The James Ewing Hospital, New York, New 
York. Cloth. Pp. 380, with illustrations. Price 


$16.50. J. B. Lippincott Company, East Wash- 
ington Square, Philadelphia 5, 1961. 


SYNOVIAL JOINTS. Their Structure and 
Mechanics. By C. H. Barnett, M.A., MB, 
F.R.C.S., Reader in Anatomy, St. Thomas’s 
Hospital Medical School, University of Lon- 
don; D. V. Davies, M.A., M.B., B.S., Professor 
of Anatomy, St. Thomas’s Hospital Medica] 
School, University of London; and M. A. Mac- 
Conaill, M.B., D.Sc., M.R.I.A., Professor of 
Anatomy, University College, Cork, Eire. Cloth, 
Pp. 304, with illustrations. Price $11.50, 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1961, 


SOMATIC TREATMENTS IN PSYCHIATRY, 
Pharmacotherapy; convulsive, insulin, surgical, 
other methods. By Lothar B. Kalinowsky, M.D., 
Associate Professor of Neuropsychiatry, New 
York School of Psychiatry, New York, N.Y,; 
and Paul H. Hoch. M.D., Professor of Clinical 
Psychiatry, College of Physicians and Surgeons, 
Columbia University, New York, N.Y. Cloth, 
Pp. 413, with illustrations. Price $9.75. Grune 
& Stratton, Inc., 381 Park Avenue South, New 
York 16, 1961. 


CHEMISTRY OF DRUG METABOLISM. By 
William H. Fishman, Ph.D., Tufts University 
School of Medicine and the New England Cen- 
ter Hospital, Boston, Massachusetts. Cloth. Pp. 
235, with illustrations. Price $10.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1961. 


AN INTRODUCTION TO OSTEOPATHIC 
MEDICINE. By W. V. Cole, M.A., D.O., 
F.A.C.N. Cloth. Pp. 276, with illustrations, 
Kansas City College of Osteopathy and Surgery, 
2105 Independence Avenue, Kansas City 24, 
Missouri, 1961. 


Grollman—Pharmacology 
and Therapeutics 


By ARTHUR GROLLMAN, Ph.D., M.D., F.A.C.P. 


Boyd—A Textbook of Pathology 


By WILLIAM BOYD, M.D. 


Lecturer in Pharmacology and Toxicology, The Medical 


Branch, and Professor and Chairman of the 
Department of Experimental Medicine, 


Professor Emeritus of Pathology, The University 


of Toronte, Canada 


New 7th (1961) Edition 


The Southwestern Medical School, 
University of Texas, Dallas 


4th Edition 


This book is a sound foundation for the rational, 
scientific use of drugs. It is a complete source of in- 
formation on the actions, indications, toxic effects, 
dosages and methods of administration of all official 
drugs. Each is listed in the index by its common as 
well as official name. In addition, each is named un- 
der the effects and symptoms which it induces and 
the disorders for which it is used. “Pharmacology 
and Therapeutics” has long been recommended as 
an essential addition to every physician’s library. 


4th Edition. 1079 Pages. 
2 in Color. 42 Tables. 


217 Illustrations, 
$12.50 


Washington Square 
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LEA & FEBIGER 


This sound introduction to medicine emphasizes nor- 
mal and disordered physiology in relation to disease. 
The text has been almost entirely rewritten and com- 
pletely reset in double column format. New, rewrit- 
ten and revised material includes the illustrated ap- 
plication of electromicroscopy to pathology; 
developments in immunity, especially autoimmunity 
and hypersensitivity; genetics; derangements of 
body fluids; and ionizing radiation. The discussions 
on Relation of Symptoms to Lesions, which close the 
account of most diseases, has been expanded, with 
emphasis on the concept that disease is a manifesta- 
tion of disordered function rather than of altered 
structure. Many illustrations are new. 


New 7th Ed. 1370 Pages, 7” x 10”. 
and 20 Plates in Color. $18.00 


792 Illus. 


Philadelphia 6, Pa. 


Weight problem? Start the reducing program right, 
keep it going right with Esidrix’ 
Esidrix-K* 


Recent studies show that the diuretic action of Esidrix 
improves results of weight-reducing programs 2 ways: 


1. As an adjuvant in initiating treatment: 
Esidrix induces greater weight losses in 
the first few days than a conventional 
regimen.! This weight loss may be signifi- 
cant in itself (depending on the degree 
of fluid retention). But more than that, the 
quick loss of even a few pounds builds 
confidence in the weight-reducing pro- 
gram, inspires determination to follow it 
faithfully. 

2. As an adjuvant in maintenance treat- 
ment: Esidrix eliminates retained water — 
with consequent weight losses—to break 
through the weight plateaus so often en- 
countered in antiobesity programs. (See 
schematic graph below.) The new weight 
loss cheers the patient and helps over- 
come his tendency to eat too much. 


3 

(25 mg. 

startet 

& 


i 2' 
eatin For complete information about Esidrix and 


Esidrix-K (including dosage, side effects, 
and cautions), see Physicians’ Desk Refer- 
ence, or write CIBA, Summit, N. J. 
References: 1. Ray, R. E.: To be published. 2. Ein- 
horn, H. P., and Kalb, S. W.: Clin. Med. 7:1995 : 
(Oct.) 1960. 
Supplied: Esiprix Tablets, 25 mg. (pink, ' 
scored) and 50 mg. (yellow, scored). ' 
Esiprix-K Tablets 25/500 (white, coated), i 
(hydrochlorot azide CIBA) each containing 25 mg. Esidrix and 500 mg. } 
f potassium chloride. NEW STRENGTH ESIDRIX-K 
NOW AVAILABLE: Esiprix-K Tablets 50/1000 
(white, coated), each containing 50 mg. 
Esidrix and 1000 mg. potassium chloride. 


2/2921 MK+2 SUMMIT-NEW JERSEY 
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Graduates 


CHICAGO COLLEGE OF OSTEOPATHY 
JUNE 4, 1961 


Aprahamian, Edward Herach 
Arden, Bernard Stanton 
Arner, Wayne Arthur 
Barnett, Keith 

Caleel, Richard Thomas 
Clough, Robert Gene 
D’Amico, Paul Mark 

De Luca, Michael Joseph 
DeWitt, Eugene Lowell 
Dobbes, Joseph Francis 
Farnham, Arthur Bruce, Jr. 
Fineman, Morris 

Fleiss, Paul Murray 
Fortier, Clarence William 
Franklin, James 

Fritz, Melvin Michael 
Ganoom, Richard 
Goodstein, David 
Greenbaum, Michael Harris 
Gross, George Alvin 
Guttridge, Randall Jack 
Hagle, Betty June 

Holt, James Robert 

Hoste, Ruth Marie 

Jen Kin, James Henry 
Kelce, Matthew Eli 

Kinn, Edward John 
Knauff, Ronald Eugene 
Komasara, Eugene 

Kovan, Charles Dennis 

La Torra, Albert Joseph 
Loeding, John (Jack) Rodan 


McGovern, Edward Leo 
McNabb, Lewis William 
Merwick, Robert Richard 
Messana, Anthony Steven 
Meyer, Robert Carl 

Moore, Thomas Rayburn 
Murray, Roger Willis 
Nagy, William Joseph 
Nanni, Vincent 

Nemeth, Richard Eugene 
Norwood, James Franklin 
Nutt, James Malcolm 

Otto, John Richard 

Poel, Richard Alan 

Purdy, David Lewis 

Reiff; James Stanley 
Roncskevitz, Joseph Stephen 
Rusnaczyk, Thomas Joseph 
Russack, Neil W6lff 

Sachs, Barry 

Sargent, Paul Richard 
Sauter, Robert Bryant 
Schlueter, Raymond William 
Schultheis, Roland August 
Shambach, Lawrence Richard 
Spilson, George Christ 
Teer, Norman Henry 
Teitz, Eric Leo 

Thompson, James Thomas 
Trostel, Franklin Arthur 
Tucek, Ladd Theodore 


COLLEGE OF OSTEOPATHIC MEDICINE AND SURGERY 


Aaron, Arnold Herbert 
Abrams, Stanley Leonard 
Aks, Franklin David 
Barnett, Cleophas 
Bascoy, Louis Turbay 
Bez, Bert Marvin 
Blumberg, Edwin Carl 
Campbell, Robert Laverne 
Carpenter, Fred E., Jr. 
Chong, Alvin V. K. 
Cogan, Leon 

Cohen, Elwood 

Conway, Nicholas Robert 
Culp, George Richard 
Davis, Harry Leslie 
Eichorst, John Paul 
Ferris, John Peter 
Gardner, Seymour J. 
Garrett, Richard James 
Gierthy, Dale John 
Glassman, Paul Stanford 
Griswold, Arthur Lee 
Grobman, Sidney M. 
Grover, Hugh La Verne 
Hamidi, Mehdi 
Hendricks, William Smith 
Henry, Floyd Eugene, Jr. 
Higgins, David Michael 
Jacobs, Arnold M. 
Karides, Chris Capotis 
Khani, Feraydoon 

Kirlin, Patrick Joseph 
Koffler, Stephen Cyrus 
Kule, Sheldon 

Lang, Bernard Reuben 
Leach, James Roy 

Leech, Richard Collier 


JUNE 2, 1961 


Lowry, Robert William 
Lubeck, Stanford Edwin 
Moss, Herbert 

Naples, Phillip John 

Neal, Richard Thomas 
O’Neil, Robert John 
Phillips, Harry Trevor 
Popa, Oliver John 

Porter, Charles Robert 
Purtell, Neil Thomas 
Pushkin, Robert Sheldon 
Raskin, Milton Arnold 
Rhodes, Richard David 
Rivera, Hector Luis 

Rose, Jerome Joseph 

Ross, Alan Jay 

Rusina, John Joseph 
Schaner, Louis Joel 
Scheidler, Earl Clarence 
Scourfield, Richard Clyde 
Sherbin, Benjamin Norman 
Silverstone, William Robert 
Tenney, Paul D. 

Tepner, Franklin Louis 
Thompson, Marion George 
Tolan, Gerald Joseph 
Touma, Edmund F. 

Treon, Joseph Edward 
Turner, Donald Leo 
Waite, Robert Myron 
Walker, John Arnold 
Weingarden, Gerald 
Weinstein, Sidney 

White, Carolyn Moneta Davidson 
White, James Edwin 
Wright, George Allan 
Wunderlich, Walter Robert 


“Almost without exception at least three times 
more effective in raising the blood iodine level” 


SYNTHROID 


THE ACTIVE 
PRINCIPLE 
OF THYROID 


Influence of ‘‘equivalent” dosest of SYNTHROID and Desiccated Thyroid 
on Protein-Bound lodine Levels* in 28 myxedematous patients. 


DOSAGE OF DESICCATED THYROID 


DOSAGE OF SY‘ 


.2 mg. 7.9 


0.3 mg. 9.7 


10 20 30 40 


PROTEIN BOUND IODINE microgram/100 mi. 


*Average pretreatment level, 2.38 mcg./100 mi. 195 determinations of serum P.B.I. level were made 


in these 28 patients. Four weeks were allowed for stabilization in a given dose. 


t'Equivalent’’ dosage: 0.1 mg. of sodium I-thyroxine (SYNTHROID) is equivalent to 1 gr. desiccated 
thyroid. Reference: 1. Sturnick, M. 1.; and Lesses, M. F.: New England J. Med. 264:608 (Mar. 23) 1961. 
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Cc 
Ag 
All 
An 
Ar 
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Bi 
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Bl 
Bl 
Bi 
Cc 
Cc 
0.1 mg. 6.1 
0.4 mg. 8.6 
‘ ‘ fe) 50 60 70 80 90 100 


COLLEGE OF OSTEOPATHIC PHYSICIANS AND SURGEONS 


Aguilar, Manuel Carrasco 
Allen, John William 
Amato, Frank Louis 
Andrew, John Herbert, Jr. 
Aran, Bernard Alvin 
Arenson, Kenneth Jay 
Ayres, Richard Wallace 
Baldoni, Rudolph Consilio 
Barasch, Sheldon 

Barnes, Chester Ray 

Bell, John Philip 
Bernstein, Louis Hyman 
Bingham, Gary Paul 
Binns, Joseph Robinson 
Bivens, Parry Eugene 
Black, Harvey Steven 
Black, Murray Lee 
Brinton, James Allen 
Callas, Constantine 
Cardello, Frank Patrick 
Casteel, James Stephan 
Chroman, Tobie Nathan 
Cobb, Donn Robert 
Cooper, David James 
Corr, John Louis 

Costley, Donald Orthello 
Coverdale, Edward Norris 
Davis, Ross Roosevelt 
Didio, Vincent Cataldo 
Doering, Richard Bailey 
Dong, Tennison Samuel 
Dreier, Ralph Gerhard 
Dreier, Randolph John 
Elliott, Loretta Lucille 
Fisher, Joseph Edward 
Freund, Lee Herbert 

Fry, Delos Harold 


JUNE 9, 1961 


Fusello, Rocco Nicholas 
Gershten, Gerald 
Gibbons, Calvert Edmund 
Gray, Ronald Edward 
Greely, Ronald Michael 
Harner, Donald Starbuck 
Hastings, Gerry Sheldon 
Heath, Homer Casey 
Heyn, Carl Wesley 
Hodes, Jay Richard 
Houghton, Richard Alfred 
Howlett, Ralph Jacob 
Hunt, Douglas 

lIllions, Ronald Irwin 
Issacs, Mervyn Stanley 
Jones, James David 
Jones, Raymond Frederick 
Jordan, Clifford Ray 
Kalan, Arnold Julian 
Karlen, John Edward 
Kent, Vern Irving 

Kim, Jeffrey Sung Kyung 
Knaak, Rita Dawn 

Knego, Wayne Richardson 
Kornfeld, Jerome Burton 
Lackner, Edward Jay 
Latini, Richard Guido 
Lee, Mark Yen 

Lingua, Elvio John 
Lipshutz, Herman Ned 
Lowry, David Ralph 
Maniscalco, Ruth A. 
Marder, Irving 

Mecoli, Francis Oberdan 
Miller, Sanford Leon 
Naden, Carl Jonas 
Nelson, Morton 


Obuljen, Frank Edward 
Pacino, Frank George, Jr. 
Parnell, Peter Edward 
Payne, John Howard 
Pearson, Keith Mitchell 
Rio, Fred William 

Robie, Roland Fairfield, Jr. 
Scholz, Fred Otto 
Schreiber, Ernest Helmut 
Scott, Leonard Kendall 
Seapy, Donald Earl 
Shrader, Richard Alvin 
Siegel, Lawrence 


KANSAS CITY COLLEGE OF OSTEOPATHY AND SURGERY 
MAY 31, 1961 


Adams, Lief Erickson 
Armantrout, James Arthur 
Austin, Robert Allan 
Baisel, Richard 

Baldwin, Wade Dillon 
Becka, Edward Allen 
Bell, Paul . 

Beller, Leonard Bert 
Berrol, Sheldon 

Berry, Julian Ellis 
Blossom, George Barton 
Borad, Martin Bernard 
Brashier, Colonel D. 
Brown, Hayter Eugene, Jr. 
Bullock, Alban Adolphus 
Carano, Joseph Anthony 
Cegelski, John Joseph, Jr. 
Clay, Charles Lee, Sr. 
Clymer, John Francis 
Cobb, Bradford Eugene 
Czarnecki, Thomas Raymond 
Deutsch, Arnold Philip 
Diaz, Jess James 


Yoshida, Stanley Setsuo 


Siler, Harree Ethel Louise 
Sowers, Ivan Page 
Steigler, Mavo Joel 
Steinberg, Terry 
Tashima, Roger Yoshio 
Tomeoni, Dell 

Torres, Julio Michael 
Wax, Jack Donald 
Weiler, Murray Nathan 
Woo, Wesley Stephen 
Yelin, Kenneth Gene 


Doiron, Louis Louander 
Eberhard, Kenneth Joseph 
Elfenbein, Sheldon J. 
Filippone, Raymond Anthony 
Finn, Arnold Lloyd 
Gallehugh, Clyde Allen 
Gard, Glade Zane 

Gilkey, DuWayne Everett 
Gleason, George William 
Grabelsky, Isaac 
Graumann, Roger James 
Grimshaw, Ford All der, II 
Griswold, Neil Lindsey 
Hagan, Eugene Anthony 
Harris, Sidney Wilson 
Heisler, Richard Waldo 
Henson, Robert Ellis 

Hirt, Harold Arthur 
Hubbard, Ronald Willard 
Hutzley, James Roy 
Iafornaro, Donald Dominic 
Ingraham, William K. 
Jeans, Bruce Lee 
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Improved resu/ts obtained with desiccated thyroid’ 


Patients Treated With Thyroid B.P.* and Later With Sodium I-thyroxine (SYNTHROID) 


Sex Thyroid Years of Sodium Weeks of Weight 
Age Dose Treat- Cholesterol P.B.I. |1-Thyroxi Treat- Cholesterol! P.B.I. Loss 
(yrs.) (er.) ment (mg.% (mcg.%)| Dose(mg.) ment (mg.%) (mcg.%) (Ibs.) 
M57 1% 4 400 1,7 0.15 8 290 44 29 

f 71 2-3 8 260 0.7 0.2 10 200 7.0 11 

F 65 2-4 8 552 2.3 0.2 8 299 45 9 
M 67 1-3 5 360 2.4 0.2 6 230 6.0 12 

F 70 3-4 a 600 1.7 0.2 4 340 6.6 4 
F 62 1-3 10 299 1.6 0.1 8 164 3.9 3 
F 59 4 8 420 2.0 0.2 3 215 7.0 5 


Precautions: As with other thyroid preparations, overdose may cause diarrhea or cramps, nervous- 
ness, tremors, tach ia, and continued weight loss. Medication, in such cases, 
should be stopped for 2- 6 days, then resumed at a lower level. 


Contraindications: Thyrotoxicosis, acute myocardial infarction. 


For Hypothyroidism, these results strongly indicate e SYNTHROID® 


ind of sodium I-thyroxine) 


Reference: 2. Macgregor, A. G.: Lancet 1:329-332 (Feb. 


11) 1961. 


*Brit. Pharmacopeia 


FLINT, Eaton & Company / Morton Grove, Illinois 


JOURNAL A.O.A., VOL. 60, JUNE 1961 


j 
q 
: 
3 
j 
i 
i 
ie? 
A-175 


HYDRODIURIL® wiTH MEPROBAMATE 
ion 

vides the prompt 


HYDROCHLOROTHIAZIDE 


symptoms premenstrual fens 


abdominal congestion 
CYCLEX supplies 


ion 


MERCK SHARP & DOHME 


the effective relief of meprobamate for nervous- 
' Division of Merck & Co., INC. 
West Point, Pa. 


ness, irritability, tension, nausea, malaise, insomnia 


for GI DISTRESS... CYCLEX affords quick- 
acting relief of nausea and bloating associated 


with premenstrual tens 
uing until the onset of menses. CYCLEX may be continued 


day, beginning on the first morning of symptoms and contin- 
through the menstrual period. 

Before prescribing or administering CYCLEX, the physician should consult 
detailed information on use accompanying package or available on request. 
CYCLEX and HYDRODIURIL are trademarks of Merck & Co., Inc. 


diuresis of HYDRODIURIL for rapid reduction of 
SUPPLIED: Tablets, bottles of 100. Each tablet contains 25 mg. 
of HYDRODIURIL (hydrochlorothiazide) and 200 mg. of meprobamate. 
DOSAGE: Usual adult dosage is one tablet once or twice a 


for EDEMA... CYCLEX pro 
weight gain, breast fullness, 
for MOOD-CHANGES 


; 
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fs 
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Proven 


in over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


1 simple dosage schedule produces rapid, dependable 
tranquilization without unpredictable excitation 


9 no cumulative effects, thus no need for difficult 
dosage readjustments 


3 does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
4 jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 


Also supplied in sustained-release capsules... 
Meprospan:’ 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 


— if)” WALLACE LABORATORIES / Cranbury, N. J. 
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Jensen, Wilmer Adolph 
Johnson, George Howell 
Jones, Myron Douglass, Jr. 
Josephs, Stanley 

Kelly, Thomas William 
Klitenic, Zelik 

Kopen, Gary Stanley 
Krenitsky, Peter Paul 
Kunkle, Stanford Lowell 
Kuszewski, Frank Earl 
Lackey, Donald Allan 
Langerman, Richard James 
Larson, Marlin Walter 
List, Chester Bogumil 
MacKenzie, Frazer Armstrong 
Maletzky, Sidney Paul 
Marlar, Warner B. 
Marquez, Peter J. 
Mathews, Roy Clyde 
McCuistion, John Dale 
McDonagh, Edward Wolff 
Meeks, Geron Wayne 
Mendelsohn, Allan David 
Messinger, David Warren 
Miller, Allan 

Mills, H. Brooker, II 
Mizenko, John Joseph, Jr. 
Moore, Hylan Charles 
Murphy, George Franklin 
O’Brien, George Matthew 
Owen, David Henry, Jr. 


Palmer, Dale Lee 

Pappas, Basil Milton 
Parrish, Andrew Glenn 
Patzkowsky, Robert Gene 
Ramsay, Walter Hugh, Jr. 
Rettner, Bertram Morris 
Rice, Jack Wallace 
Roeper, Alberta Christina 
Roth, William David 
Schmutzer, Gene Dale 
Schwab, Edward Theodore 
Seligson, Edwin Jerome 
Semeniuk, Steve 

Sherer, Martin 

Slingluff, Jack Edwin 
Smith, Vergil Don 

Spain, Ronald Davis 
Stewart, Augustus Eugene 
Suderman, Emery Lowell 
Sultan, Michael 
Thompson, Frank William 
Triggs, Francis Joseph, Jr. 
Turke, George Elwin 
Uonelli, Anthony Ralph 
Waldinger, Stanley David 
Wallace, Arthur Grey 
Watson, Richard Oran 
White, Kenneth Gene 
Whitney, Norman Eugene 


Young, Benjamin Columbus, Jr. 


KIRKSVILLE COLLEGE OF OSTEOPATHY AND SURGERY 
MAY 28, 1961 


Aboud, George 

Aini, Matthew Anthony 
Altamura, Michael Victor 
Auth, Robert Harold 
Bashline, David William 
Bell, Louis j 

Bickel, Yale Blair 
Boatright, Bobby Lee 


Brooks, Howard Neil 
Cantor, Solomon Frederick 
Carman, Don Leon 


Chuck, Jay 


Coddington, John Wilbur 

Crano, Salvatore Harold 

Daciuk, Dan Raymond 
Davies, Richard Oakley 


Detrick, Daniel Earl 
Drabing, John Haydn 
Duncan, David James 
Eisenberg, Larry 
Eliades, Meletios Savva 
Englehart, John Dale 
Esper, Ronald Allen 
Evans, Robert Alex 
Fatsis, Stephen Samuel 
Foster, Ernest Lee 
Foster, Stanley 

Frent, Adam 

Glickman, David 
Godell, Chester John 
Graham, William Madorin 
Gray, William Bennett 
Griswold, Ross Gilbert 
Guthrie, Roy Dean 
Herrick, Kenneth Ray 
Hershberger, George Richard 
Hinton, Robert Lee 
Hopkins, Jimmie Frank 
Ippolito, Joseph William 
Johnston, Gary Erle 
Keller, Jean Royal 
Killinen, John Richard 
King, Fred Lee 

King, Nelson Arthur 
Koch, Harold Frank 
Kronick, Peter Alan 
Leidheiser, Charles Raymond 
Leming, Roland Asa 
Lewis, Claude Hugh 
Litle, Jack Lee 

Lynch, Dennis Sylvester 


Maggio, Bart E. 

Marshall, Robert Leighland, It 
Mathews, William Edward 
McOwen, Peter James 
Milionis, John William 
Mokhtar, David Kadhim 
Nemer, Robert John 
Nordby, Arthur LeRoy 
Osmanski, James Paul 
Owens, Ronald Hubert 
Parzynski, Frank Anthony, Jr. 
Poggioli, Raymond Michael 
Pretsky, Irvin 

Rathgeb, John Mathias, Jr. 
Reilly, Richard Lee 

Roby, Joseph Cyril 

Ruben, Hartland Edward 
St. Clair, Theodore Richard 
Schlager, Clarence Carl, Jr. 
Seasholtz, James Emory 
Sellas, Nicholas Spiro 
Singer, Eli 

Stoever, Wilbert Wilson 
Sutherland, Richard Warren 
Thomas, Jerry Elliott 
Weaver, Albert Leonard 
Willcutt, Robert Benton 
Williams, Hal Alpheus 
Wise, Jack Lyle 

Wolfe, Jack Raymond 
Young, Roy Stuart, Il 
Zeid, Lowell 

Zeliger, Bernard Irwin 
Zelinka, Carl Paul 


PHILADELPHIA COLLEGE OF OSTEOPATHY 
JUNE 11, 1961 


Aldrich, Harrison Fitch 
Alston, Ora B. 
Asadoorian, Peter Daniel 


Asman, John Bernard, Jr. 
Baba, John, Jr. 
Barsh, Horace 
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LEDERLE LABORATORIES, A Division of AMERICAN CYANA 


write 


Demethylchlortetracycline and Nystatin Lederle 


Request complete information on indications, dosage, precautions and contra- 
indications from your Lederle representative, or write to Medical Advisory Dept. 


WHENEVER YOU NEED AN 
ANTIBIOTIC-NYSTATIN COMBINATION... 
prescribe the only one 
with the added benefits of DECLOMYCIN® 
Demethylchlortetracycline + full activity with 
lower intake + high sustained activity levels 
* activity maintained for 24 to 48 

hours after the last dose. 


MID COMPANY, Pear! River, New York 
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What are handkerchiefs for? 


handkerchiefs ‘handkerchiefs handkerchiefs 


are for 


Houdinis highwaymen 


NALDECON promptly decongests stuffed 
nasal passages, opens clogged si- 
nuses, lets your hay-fever or head-cold 
patient breathe through his nose again. 
Each long-acting tablet provides 6-8 
hours of effective decongestion—your 
patient breathes easier, works better, 
sleeps undisturbed./The unique, bal- 
anced formulation of two deconges- 
tants and two antihistamines in 
NALDECON provides a further advan- 
tage — full therapeutic effect with 
minimal side effects. See Official 
Package Circular for full information. 
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are for 
hunting 


sods 


Phenylephrine HCI 5 mg. 5 mg. 
Phenylpropanola- | 209mg. | 
am 2.5 mg. 2.5 mg. 


Each teaspoonful (5cc.) of syrup con- 
tains the equivalent of one-half tablet. 


BRISTOL LABORATORIES / Division of Bristol-Myers Co. / Syracuse, New York 


are for 
showing, 

not for 
blowing... 
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... When you 
prescribe 


NALDECON 


long-acting nasal decongestant/antihistaminic 


for your 
hay-fever patients 


Outer layer dissolves immediately f 
for prompt effect lasting 3 to 4 hrs. : 
Contents of individually coated | ("=> 

articles are gradually released 
Tablet may be broken for more flexible 
dosage in children and adults without de- 
stroying the sustained-action feature. 


rom the surface of the sustained- 
action core, providing additional 
relief for a total of 6 to 8 hrs. 
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A significant new development in 
walking heel design! 


De Fay 


Introduced in response to 
numerous requests from 
the medical profession 
for a lower, more comfortable 
walking heel for ambulatory cast 


patients, and one which could be anchored 

in the cast more securely. The F. B. CAST CUSHION 
is the result of extensive research, experimentation 
and clinical testing and brings you these many 

long awaited advantages. 


F.B. CAST CUSHION 


Easier to apply and anchor more — fort and elimination of forced 
securely than conventional limp...a true walking aid, not 
walking heels. Deep criss-cross a stilt. 

section spacing permits applica- Strong, long wearing rubber 
tion of plaster bandage as nor- sufficiently resilient to provide 
mal figure eight wrapping. adequate ——- and shock 
Raised tips on inner side set absorption. No-slip, no-mar 
to prevent lateral tread. 

mov: Order a supply today...No. 
Lower ‘ tor ‘greater patient com- 845, $15.00 per dozen. 


DePuy Manufacturing Co., Inc., Warsaw, Indiana 


Berger, Stanley Z. 
Bobrin, Yale Robert 
Bowman, Robert George 
Braslow, Daniel 


Braunwell, Arthur Henry, Jr. 


Brown, Willard Martin, III. 
Bruaw, Donald Albert 
Buchalter, Herbert Jay 
Buggeln, John Henry 
Carey, Albert Burnside, Jr. 
Cavagnaro, Walter Richard 
Centafont, Nicholas F. 
Ciliberti, Anthony Frank 
Cimmino, Peter R. 

Cohen, Robert B. 

Corsey, Milton Eugene 
Dean, Howard Arnold, Jr. 


Leopold, Robert Avrom 
Lieberman, Morris Edward 
Lovich, Gerald 

Manlio, Ferdinand Louis 
Martin, Frank John 
Marturano, Richard Joseph 
Minissale, Anthony Albert 
Mowery, Samuel Robert 
Murray, Thomas Edward 
Norris, Stanley Bruer 
Orleanski, Edmund B. 
Orlow, Mark Richard 
Pearlstein, Philip 

Pearman, Floyd Joseph 
Pecora, Andrew Arthur 
Pedano, Nicholas Christopher 
Piccolo, Alfonse Joseph 


FOR DOCTORS JUST | 
STARTING IN PRACTI 


SPECIAL 
INTRODUCTORY OFFER 


Colwell’s Introductory Offer provides you with a definite 
program of money-saving values, service and information on 
the complete line of Colwell Practice Management Aids, 
Office Record Supplies and Professional Stationery. By 
taking advantage of this special offer, substantial savings 
can be made in organizing the business side of your practice 
on a sound, efficient basis. 


THE COLWELL COMPANY 
965 W. UNIVERSITY AVE., CHAMPAIGN, ILLINOIS 


Please send me the Daily Log Introductory Offer Information 
Kit for physicians just starting in practice. 
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Donahue, William H. 
Dudnick, Richard Scott 
Erickson, Donald Gene 


Pine, Murray 

Potok, Julian Walter 
Poulshock, Milton James 
Faerber, George Oswald Qualter, John Joseph, Jr. 
Farri, Elias Peter Reiss, Martin Bernard 
Goldstein, Barry Renzi, Nicholas Michael 
Goodman, Kenneth Veryl, Jr. Romisher, Leo 

Gottlieb, Herman Rowe, David Eugene 
Grimaud, James F. Ruth, Richard R. 

Hayes, Joseph Linus Salis, Donald 
Horenstein, Mitchell Sally, Jon Heyward 
Hughes, Elizabeth Barentin Sferrazza, Rio 

Hunter, Donald Gordon Smith, Robert Maxwell 
Johnson, Charles Robert Spease, Carl Richard 
Kanefield, Marvin Stoltz, Donald Robert 
Karlin, Jack Benjamin Uhrman, Richard A. 
Ketner, Gerald Max Watts, Lorraine Carol 
Knab, Harold William White, Harold Frederick 
Koro, Paul Peter, Jr. Whitman, Brian Bernard 
Lefcourt, Martin Richard 


Changes of address 


Amundson, Gerald A., from Winnetka, IIl., to 1217 Green 
Bay Road, Wilmette, Ill. 


Barr, Guy L., from Pottsville, Pa., to 20 N. Crescent St., 
Trenton, Pa. 

Beeman, Donn D., from 14015 E. Telegraph Road, to Box 
188, Whittier, Calif. 

Blando, Manuel J., from 912 E. Fifth St., to 6516 Inde- 
pendence Ave., Kansas City 25, Mo. 

Boatman, Lawrence C., from Santa Fe, N. Mex., to Monte- 
zuma, Iowa 

Bogdan, Andrew, from 5115 Montrose Blvd., to 1107 Hal- 
pern St., Houston 9, Texas 


Camp, Lenia E., from Helena, Mont., to 304 LaVerna 
Heights, Savannah, Mo. 

Connor, Harriet L., from 2127 Greenfield Ave., to 2529 
Tilden Ave., Los Angeles 64, Calif. 

Crosby, Allan R., from West Allis, Wis., of 11934 W. North 
Ave., Wauwatosa 13, Wis. 


Daack, Aloys J., from 17050-17111 S. E. Stark St., to 17200 
S. E. Stark St., Portland 33, Ore. 

Daniels, Stanley Zelman, from North Hollywood, Calif., to 
17017 Chatsworth St., Granada Hills, Calif. 

Decker, Norman Edward, from Highland Park, Mich., to 
1343 Joliet St., Detroit 7, Mich. 

Desio, Francis J., from 105 East Ave., N. to 109 S. St. John, 
Lyons, Kans. 

Dressler, Otterbein, from Detroit, Mich., to Garden City 
Hospital, 6245 N. Inkster Road, Garden City, Mich. 

Dybedal, Paul W., from 703 Bigelow Bldg., to 1010 Joshua 
Green Bldg., Seattle 1, Wash. 


Feldstein, Herbert S., from 17511 Stoepel Ave., to 5424 W. 
Fort Street, Detroit 9, Mich. 
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Athlete’s foot is caused by fungi invading the 
horny, keratinized layers of the skin not 
reached by the normal blood supply. Topical 
application of DESENEX, a combination of zinc 
undecylenate and undecylenic acid, brings 
these powerful antifungal agents into direct 
contact with troublesome fungi and quickly re- 
lieves—and arrests —the annoying condition. 

Hundreds of thousands of athlete’s foot in- 
fections have been arrested by topical treat- 


ment with DESENEX, among the best tolerated 
of all potent fungicidal agents. 

And DESENEX is inexpensive—only pennies 
per treatment: DESENEX Ointment can be ap- 
plied liberally to both feet every night for a 
week and a half from only a single tube. Itching 
and discomfort are stopped almost immedi- 
ately. DESENEX is also recommended for treat- 
ment of other susceptible fungus infections of 
the skin and nails. 


Dosage: At night, supply Ointment liberally to infected 
and surrounding areas. In the morning, rub or shake 
powder into the shoes and feet. 

Supplied: Ointment—1 oz. tubes and 1 Ib. jars. Powder 
—1% oz. and 1 Ib. containers. Solution (Undecylenic 
acid)—2 fl.oz.and1qt. bottles. Aerosol Spray—6 0z.cans. 


Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9, N. J. 
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powder: solution == 


Available in Canada through Elliott-Marion Company, Ltd., Montreal. 0-13 
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ointments 
contain the same antibiotics, 
how can one 
more effective? 


.«.The unique base* of Neo-Polycin releases a greater 
a 3 concentration of antibiotic into the lesions. 


Neo-Polycin Ointment 

on right 

conventional grease-base 
Y ointmeni on left 


Agar incubations show Neo-Polycin Ointment more effective 
against common topical pathogens 


This agar plate, containing Staph. aureus, was incubated for 24 hours at room 
temperature. Note the greater zone of inhibition around Neo-Polycin Ointment 
(right), than around the grease-base ointment of comparable antibiotic content 
(left). Tests on the following pathogens gave similar results: beta hemolytic 
strep., E. coli, Proteus vulgaris, Pseudomonas aeruginosa. Higher concentrations 
of antibiotics released from Neo-Polycin tend to inhibit the growth of relatively 
resistant strains and minimize antibacterial resistance created by sub-effective 
concentrations. 

formula: Each gram of Neo-Polycin Ointment contains 4.28 mg. neomycin sulfate (3 
mg. neomycin base), 400 units zinc bacitracin, 8000 units polymyxin B sulfate. 
*FUZENE®a patented base which is miscible with blood, pus, tissue exudates. 
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PITMAN-MOORE COMPANY [UAE INDIANAPOLIS 6, INDIANA 
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Finfrock, Ralph M., from 1347 Sapphire St., to 1349 N. 
Sapphire Ave., Mentone, Calif. 

Freilich, Theodore H., from 255 S. 17th St., to 4010 Magee 
Ave., Philadelphia 35, Pa. 

Fujioka, Elaine L., from 605 N. Mednik Ave., to 649 S. 
Olive St., Los Angeles 14, Calif. 

Furney, Richard H., from 2901 Corrine Drive, to 2905 Cor- 
rine Drive., Orlando, Fla. 


Glidden, J. Warren, from 2219 W. Coronet St., to 1262 
Moraga St., Anaheim, Calif. 

Gomoll, E. L. from 2142 West Road, to 2525 W. Jefferson 
Ave., Trenton, Mich. 

Gordon, Benjamin, from 706 S. Hill St., to 1320 W. Man- 
chester Ave., Los Angeles 44, Calif. 

Guerdan, Donald C., from 435 S. Main St., to 437 S. Main 
St., Hatfield, Pa. 


Haley, Richard K., from 6809 Rushton Drive, to 1614 Lay- 
ton Drive, Dayton 6, Ohio 

Hall, Harry C., from 5752 Ridge Road, to 5672 Ridge Road, 
Parma 29, Ohio 

Hamilton, Barbara R., from Philadelphia, Pa., to 1720 E. 
McPherson St., Kirksville, Mo. (Change name from 
Barbara Redding) 

Hamilton, Walter M., from Philadelphia, Pa., to 1720 E. 
McPherson St., Kirksville, Mo. 

Hanlon, Donald E., from Lohrville, Iowa, to Bayard, lowa 

Hartman, Leo L., from 1432 N. First St., to 1804 E. Indian 
School Road, Phoenix 16, Ariz. 

Hathaway, Gary F., Long Beach, Calif., to 542 E. Carson 
Ave., Torrance, Calif. 

Hoskins, E. J., from Detroit, Mich., to Hotel Montgomery, 
Leland, Miss. 

Humphrey, Jerome C., from 210 Iris Ave., to 420 Jasmine 
Ave., Corona Del Mar, Calif. 


Jacobson, Arthur H., from 1404 Lincolnway, E., to 1928 
Lincolnway, E. Mishawaka, Ind. 


Kallet, Charles C., from Hollywood, Fla., to 711 E. Genesee 
St., Syracuse 3, N. Y. 

Kani, E. Edward, trom Dearborn, Mich., to 1023 N. Dye 
Road, Flint 4, Mich. 

Karibian, Charles, from Garden City, Mich., to 8357 S. Tele- 
graph Road, Taylor, Mich. 

Kaufman, Armold M., from Houston, Texas, to 62 Masset 
Terrace, Sout Orange, N. J. 

Kay, Bernard M. from Livonia, Mich., to 13610 Beech-Daly 
Road, Detroit 39, Mich. 

Kellam, Robert T., from Towanda, Pa., to 126 S. Lake Bar- 
ton Road, Orlando, Fla. 

Kenneally, Leo F., from 22443 Roscoe Blvd., to 8337 Top- 
anga Canyon Blvd., Canoga Park, Calif. 

Kinney, Kenneth F., from 4126 McNichols Road, W., to 
14701 Rutland Road, Detroit 27, Mich. 

Kirk, Lowell O., from 10722 Wright Road, to 9723 San Juan 
Ave., South Gate, Calif. 

Koch, David A., from Garden City, Mich., to 25001 Ford 
Road, Dearborn, Mich. 

Koogler, James H., from Battle Creek, Mich., to Hustisford 
Hospital & Clinic, Hustisford, Wis. 

Koppel, Phillip R., from 1293 N. Towne Ave., to 1011 N. 
Towne Ave., Pomona, Calif. 

Kostick, Eugene M., from Bethlehem, Pa., to 401 W. Center 
St., Nazareth, Pa. 

Kovach, Alexander J., from 30730 Ford Road, to 5775 N. 
Inkster Road, Garden City, Mich. 


Lathrop, R. W., from St. Louis, Mo., to 106 W. Ste. Maries 
St., Box 30, Perryville, Mo. 

Levine, Stanley, from Oak Park, Mich., to 667 East Blvd., 
N., Pontiac, Mich. 

Libell, Charles F., from 1087 Dennison Ave., to 1674 King 
Ave., Columbus 12, Ohio 
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for better control 
of otitis externa 


NEW 


Neo-Polycin HC Otic 


relieves pain 
stops itching 
reduces inflammation 
combats infection 


For a complimentary trade size package 
of new NEO-POLYCIN HC Otic, write to 
Professional Services Department— 


PITMAN-MOORE COMPANY 


DIVISION OF THE DOW CHEMICAL COMPANY 
INDIANAPOLIS 6, INDIANA 
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edema 


more doctors are prescribing— 
more patients are receiving the henefits of— 
more clinical evidence exists for— 


CHLOROTHIAZIDE 


than for any other diuretic-antihypertensive 


Supplied: 250-mg. and 500-mg. scored tablets DIURIL chloro- 
thiazide in bottles of 100 and 1000. 


DIURIL is a trademark of Merck & Co., INC. 


ge: Edema—One or two 5 00-mg. Sebtete ENN ence or Additional information is available to the physician on request. 
twice a day. Hypertension—One 250-mg. tablet DIURIL or one MERCK SHARP & DOHME 
500-mg. tablet DIURIL two to three times a day. 


DIURIL is unique. There is no other brand of 
chlorothiazide. 


Division of Merck & Co., INC., West Point, Pa. 


| HYPERTENSION CONGESTIVE FAILURE PREMENSTRUAL TENSION EDEMA OF PREGNANCY CIRRHOSIS WITH ASCITES RENAL EDEMA 
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allergy-free for months 


with a one week course of daily injections 


Marked improvement or’complete relief has been reported 
in over 70 per cent of more than 5,000 patients*. Anergex 
appears more effective when given during exposure to the 
offending allergens. Relief is prompt; the patient ‘often 
feels better by the time he has had 3 or 4 doses”*. Anergex 
is safe; no systemic reactions have ever been reported. 


Whether it is pollinosis, rhinitis due to other inhalants, 
allergic asthma, asthmatic bronchitis in children, eczema, 
or food sensitivity .. . regardless of the number or nature 
of the offending allergens ... a daily injection of Anergex 
for 6 to 8 days usually provides prompt relief that persists 
for months in most patients. 


Anergex is nonspecific in action. Its effectiveness against 
most allergens eliminates skin testing and long drawn-out 
desensitizing procedures. In contrast to the antihistamines 
and other drugs that provide only temporary symptomatic 
relief, Anergex induces a prolonged allergy-free state. 


Available: Vials of 8 ml.—one average treatment course. Each ml. 
contains 40 mg. specially prepared extractive substances obtained 
from the Toxicodendron quercifolium plant. 


*WRITE FOR LITERATURE AND REPRINTS 


the new concept for the treatment of allergic diseases 


MULFORD COLLOID LABORATORIES PHILADELPHIA 4, PENNSYLVANIA 


PATENT APPLIED FOR 


: 
: 


with 


PLASTIBELL 


disposable circumcision device 


BY HOLLISTER 


¢ Immediate circumcision reduces possibility of hem- 
orrhage, minimizes danger of infection, and elim- 
inates interruption of infant’s schedule.* 


@With Plastibell, the whole procedure takes just 2 or 
3 minutes, and the only instruments required are 
scissors and a pair of hemostats. 


®No dressings, sterile pack or post-operative care are 
necessary. Bell drops off naturally after 5 to 8 days, 
leaving a clean, healed line of excision. 


GAS STERILIZED — SEALED IN INDIVIDUAL PACKETS 


Write for sample kit _JHoLuster: 


INCORPORATED 
N. ORLEANS STREET, CHICAGO 10 


*Moeller, E. R.; Moss, E. M. Circumcision of newborn in deliv- 
ery rm. . J. Vol. Vi, 
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Linden, Melvin D., from Detroit, Mich., to 25908 Ford 
Road, Dearborn Township, Mich. 


Macauley, E. Spencer, from Mansfield, Mo., to 309 W. High 
St., Jefferson City, Mo. 

MacGregor, Janet, from 210 S. Ash St., to Box 336, Crooks- 
ton, Minn. 

Malvin, Philip Joseph, from Yonkers, N. Y. to 2733 Morris 
Ave., Union, N, J. 

Maxwell, Wayne D., from Dalhart, Texas, to Osteopathic 
Bldg., 1608 Washington St. Amarillo, Texas 

Mayer, Richard B., from 3401 Bay to Bay Blvd., to 3405 
Bay to Bay Blvd., Tampa 9, Fla. 
McClure, C. G., from Los Angeles, Calif., to Doctors’ Me- 
morial Hospital, 700 E. Sunshine, Springfield, Mo. 
McDonough, W. M., from Chicago, IIl., to 507 Whitehead 
St., Key West, Fla. 

Metzman, Milton, from 2915 Fifth St., to 1813 Pine St., 
Philadelphia 3, Pa. 

Miller, Donald Warren, from 3646 N. Mariposa St., to 329 
N. Van Ness Ave., Fresno 1, Calif. 

Murray, Robert L., from Los Angeles, Calif., to 22711 W. 
Ninth St., Newhall, Calif. 


Novinsky, Herman, from 12719 Rose Ave., to 3650 Los Feliz 
Blvd., Los Angeles 27, Calif. 

Nystrom, Leonard C., from 311 W. Main St., to 50 North- 
ridge Village, Mesquite, Texas 


Panagon, Nicholas S., from Cleveland, Ohio, to 24707 N. 
San Fernando Road, Newhall, Calif. 

Park, P. L., from 304 Putnam St., to 227 Fourth St., Mari- 
etta Ohio. 

Parker, Ralph W., from Hurricane, W. Va., to 2642 Putnam 
Ave., Box 267, Hurricane, W. Va. 

Pettapiece, Harry J., from 3020 N. Federal Highway, to 
1238 N. E. Sixth Ave., Fort Lauderdale, Fla. 

Podolak, Gerald, from Flint, Mich., to 323 N. First St., 
Montebello, Calif. 

Polk, Henry Allan, from Dayton, Ohio, to 19110 Moross 
Road, Detroit 24, Mich. 

Pratt, Carl Williams, from 307 E. Bonney, to 2804 S. Lea 
Ave., Roswell, N. Mex. 

Pritchard, William W. W., from Maxwell, Iowa, to 231 W. 
Foothill Blvd., Arcadia, Calif. 


Randels, Charles S., from 1941 E. McDowell Road, to 1804 
E. Indian School Road, Phoenix 16, Ariz. 

Ray, Frank Seth, from P. O. Bldg., to 203 E. Jefferson, 
Cassopolis, Mich. 

Roberts, Kenneth M., from Johnstown, Colo., to Aztec, N. 
Mex. 

Rohleder, Howard E., from 30730 Ford Road, to 5755 N. 
Inkster Road, Garden City, Mich. 

Rose, Lester G., from Fair Oaks, Calif., to 2733 Barbera 
Way, Rancho Cordova, Calif. 

Rubin, Morton L., from 1822 E. Allegheney Ave., to 7919 
Verree Road, Philadelphia 11, Pa. 


Sands, George L. Jr., from Box 367, to Box 127, Carrabelle, 


Fla. 

Scharf, Gerald, from 1700 Walnut St., to 255 S. 17th St., 
Philadelphia 3, Pa. 

Schildberg, Harold R., from Winnetka, Ill., to 1217 Green 
Bay Road, Wilmette, Ill. 

Schroeder, Vernon R., from 4453 Euclid Ave. ., to 2885 
Wightman St., San Diego 4, Calif. 

Sellaro, Salvatore R., from Kirksville, Mo., to 319 W. Tenth 
St., Erie, Pa. 

Shaub, Victor W., from Carmen Okla., to 340 W. Sixth St., 
Box 125, Chelsea, Okla. 

Smith, Earl C., from 6650 Chew Ave., to 6664 Chew Ave., 
Philadelphia 19, Pa. 

Sturdivant, David Lyn, from La Habra, Calif., to Detroit 
Osteopathic Hospital, 12523 Third Ave., Detroit 3, Mich. 
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in psorlasis 


allantoin and special coal tar extract 


widely prescribed 


Clinically proven/ cosmetically elegant 


“Psoriasis is, today, incurable, but, 
psoriasis can be a very manageable 
disease.”? In a recent study of 214 
chronic psoriatics treated with ALPHOSYL 
“...every patient manifested 

some favorable response.”* 


1. Welsh, A. L.: Report, Conference on the Management 
of Chronic Dermatoses, University of Cincinnati 
College of Medicine, Cincinnati, Ohio, N ber 4-5, 1959. 


Available: Alphosy! Lotion in 8 oz. bottles. 


REED & CARNRIECK | Kenitworth. New Jersey 


in infantile eczemas regardless of severity 
A CONSISTENT RAPID RESPONSE - 


Tarbonis 


UNEXCELLED COAL TAR THERAPY 
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back in action Furoxone’ 


brand of furazolidone 
stops bacterial diarrheas without eradicating the normal intestinal flora 
At a large teaching hospital, a double-blind study with FUROXONE LiqQuID in 65 chil- 
dren “demonstrated both symptomatic and bacteriological effectiveness of this drug in 
the outpatient management of bacterial diarrhea” without eradication of the normal 
intestinal flora. This “highly desirable quality”— the preservation of normal intestinal 
flora in children—is held “in contrast to experience with other . . . agents used for this 
purpose.” Overgrowth of nonsusceptible organisms “resulting in colitis, proctitis and 
anal pruritus usually associated with bowel sterilization have not been observed” with 
FUROXONE. “Side effects were negligible and acceptability of the preparation was ex- 
cellent.” [Mintz, A. A.: Antibiotic Med. 7:481, 1960.] Furexone Liquid is a pleasant 
orange-mint flavored suspension containing Furoxone 50 mg. per 15 cc., with kaolin 
and pectin. Dosage for both children and adults may be found in your P.D.R. P 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N. Y. (® 
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anorectal comfort...that lasts 


Patients want full, fast and lasting relief from the distressing 
symptoms of common anorectal disorders. 


For hemorrhoids, proctitis and pruritus ani, start therapy 
with ANUSOL-HC—2 suppositories daily for 3 to 6 days— 
to reduce inflammation, relieve pain and itching, and shorten 
total treatment time. Maintain patient comfort with regular 
ANUSOL—1 suppository morning and evening and after 
each evacuation to prevent recurrence of symptoms. Supple- 
ment with Anusol Unguent as required. 


Neither Anusol nor Anusol-HC contains anesthetic agents which 
might mask symptoms of serious rectal pathology. 


hemorrhoidal suppositories hemorrhoidal suppositories with 
and unguent hydrocortisone acetate, 10 mg. 


MS 12 makers of TEORAL GELUSIL PROLOID PERITRATE MANDEL AMINE MORRIS PLAINS 
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NEW LIPPINCOTT BOOKS FOR 
UP-TO-THE-MINUTE OSTEOPATHS... 


1. PROCEEDINGS OF THE 4TH 
NATIONAL CANCER CONFERENCE 
Sponsored by the American Cancer Society, Inc. and National 
Cancer Institute (U.S. Public Health Service). 130 Contribu- 
tors. 774 Pages. 217 Figures 203 Tables. NEW, 1961. Tenta- 
tively, $9.00. 

2. CLINICAL ORTHOPAEDICS SERIES +19 
“Soft-Tissue Tumors.” 275-350 Pages in Fach Volume. Illus- 
trated. Single copies, $7.50. Sustaining subscription, $6.00 
per volume. 


3. Ham’s HISTOLOGY 
NEW 4TH EDITION. 
Ham & Leeson. 942 Pages. 589 Figures, 8 Color Plates. 1961. 
$11.00. 


4. Lever’s HISTOPATHOLOGY OF THE SKIN 


NEW 3rd EDITION. 650 Pages. 320 Illustrations, including 8 
Color Plates. 1961. $15.00. 

5. A MIRROR UP TO MEDICINE 
Corcoran. An entertaining and informative anthology of com- 
ment by and about physicians. 504 Pages. NEW, 1961. $5.75. 

6. AN ATLAS OF OPHTHALMIC SURGERY 
Berens & King. 603 Text Pages. 273 Illustrations. NEW, 1960. 
$28.00. 

7. ESSENTIALS OF NEUROLOGY 
Walton. 442 Pages. 12 Illustrations. North American Market 
Only. NEW, 1961. $6.75. 

8. THE PRACTITIONER’S HANDBOOK 
Thomson. 711 Pages. 21 Illustrations. United States Market 
Only. NEW, 1961. $12.50. 


9. DISEASE AND INJURY 
Brahdy, Editor. 25 Contributors. 482 Pages. 9 Illustrations. 
NEW, 1961. $12.50. 


10. DIAGNOSTIC CYTOLOGY 
And Its Histopathologic Bases 
Koss & Durfee. 377 Pages. 776 Illustrations, 6 Color Plates. 
NEW, 1961. $16.50. 


11. MANUAL OF CLINICAL BACTERIOLOGY 
rom 201 Pages. 41 Illustrations. Paperbound. NEW, 1961. 
75. 


12. HAEMATOLOGY 
Thompson. 306 Pages. 27 Illustrations, 6 Plates (4 in Color). 
NEW, 1961. North American Market Only. $6.00 


13. ORTHOPAEDIA 
Andry. A photographic reproduction of the first English Edi- 
tion of 1743. 540 Pages. 14 Illustrations. 1961. Two Volumes 
Boxed, $10.00. 


14. SOME REFLECTIONS ON GENIUS 
And Other Essays 
a 192 Pages. Illustrated. North American Market Only. 
15. HANDBOOK OF PHYSIOLOGY 
NEW 43RD EDITION. 
McDowall. 759 Pages. Profusely Illustrated. United States 
Market Only. 1961. $12.50. 


J. B. LIPPINCOTT COMPANY 

East Washington Square, Philadelphia 5, Pa. 

In Canada: 4865 Western Avenue, Montreal 6, P. Q. 
Please send me the books the numbers of which are circled below: 


1 2 3 4 5 6 7 8 
9 10 11 12 13 V4 15 


NAME 
ADDRESS__ 


CITY. ZONE. STATE 
(0 Payment Enclosed (0 Charge My Account 
(CD Convenient Monthly Payments 
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Sweigart, Jacob, from 2003 N. Second St., to 1450 Market 
St., Harrisburg, Pa. 


Thompson, K. R. M., from 25 E. Washington St., to 9101 
S. Western Ave., Chicago 20, IIl. 

Tiffany, Raymond E., from Costa Mesa, Calif., to 2223 W. 
Ball Road, Anaheim, Calif. 


Verleni, Thomas, from Garden City, Mich., to Garden City- 
Ridgewood Hospitals, 10000 Geddes Road, Ypsilanti, 
Mich. 

Vila, Anthony William, from 510 W. Hamilton, to 510 W. 

Tidwell, Houston 18, Texas 


Wall, Irvin Franz, from 356 Pollasky St., to 106-A Pollasky 
St., Clovis, Calif. 

Weathers, William A., from Fort Worth, Texas, to Box 67, 
Malin, Ore. 

Weeks, Earl B., from Detroit, Mich., to 210 E. Jefferson, 
Dimondale, Mich. 

Wilson, Cleo David, from Bucklin, Mo., to Box 83, Phila- 
delphia, Mo. 


Yamamoto, Sam M., from Wilmington, Calif., to 3023 Fifth 
Ave., Los Angeles 18, Calif. 


Zaring, G. Franklin, from 1953 E. Court St., to 2391 E. 
Court St., Kankakee, Iil. 

Zavanelli, William Angelo, from Norwalk, Calif., to 7615 
Muller St., Downey, Calif. 


Applications for membership 


MICHIGAN 
Levitt, Robert B., (Renewal) Flint Osteopathic Hospital, 
Inc., 3921 Beecher Road, Flint 4 


MISSOURI 
Merrifield, Carleton E., (Renewal) Box 102, Centertown 
Eitel, Alta Walker, (Renewal) Box 88, Galt 
Moscal, Anthony W., (Renewal) 105 Glashop Lane, St. 
Louis 37 


NEW MEXICO 
Bigsby, Jennie Cobb, (Renewal) 4614 Central Ave., S. E., 
Albuquerque 


NEW YORK 
Fleming, Thomas A., (Renewal) 42 Bennett Place, Amity- 
ville, L. I. 


OHIO 
Bluesky, William C., (Renewal) Forest Hill Hospital, 924 
E. 152nd St., Cleveland 10 


OKLAHOMA 
Beckett, G. W., (Renewal) Broadlawn Clinic, Broadlawn 
Village, Ardmore 
McBride, Newton E., (Renewal) McBride Clinic, Ardmore 
Adkison, Robert G., (Renewal) 1515 S. Lewis Ave., Tulsa 4 


PENNSYLVANIA 
Myrie, Burton A., Hospital of Philadelphia College of Oste- 
opathy, 48th & Spruce Sts., Philadelphia 39 
Todhunter, Melvin E., (Renewal) Seneca 
Todhunter, Mary Toriello, (Renewal) Seneca 


TEXAS 
Morehead, Robert L., (Renewal) Box 186, Flatonia 
Ollom, M. P., (Renewal) 133 N. Walnut St., New Braunfels 


in peptic ulcer... 


prescribe the antacid with 
protective coating action 


Gelusil protects the peptic ulcer patient against pain and pro- 
motes natural healing by coating the crater with two long-lasting 
demulcent gels. Pleasant-tasting Gelusil neutralizes and adsorbs 
excess gastric acid—is inherently nonconstipating—contains no 
laxative. Here is the superior antacid adjuvant for any program 
of ulcer management — best, too, for fast relief in gastritis, hyper- 
acidity and “heartburn.” Tablets and liquid — each tablet or 
teaspoonful contains aluminum hydroxide (Warner-Chilcott) 
4, gr. and magnesium trisilicate U.S.P. 7’ gr. 


the 


physician’s 
antacid 


mekers of TEDRAL PROLOID PERITRATE MANDELAMINE 


MORRIS PLAINS 
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Why HOMAGENETS instead of ordinary vitamins? 


Nature gives the reason! Homagenets provide vitamins the 
way nature intended—in homogenized form. The homoge- 
nization process* used in Homagenets breaks up the vita- 
mins into microscopic particles—1/100th the size found in 
ordinary vitamin tablets, 

Why small particles? To speed absorption; improve utiliza- 
tion; and eliminate need for wasteful excess dosage.** 


How about taste? Homogenization makes Homagenets so 


**Lewis, et al.: Pediat. 5:425 


THE S. c. Ri ASSENGILL COMPANY Bristol, Tennessee » New York « Kansas City « San Francisco 


palatable they can be chewed like candy or swallowed... 
with no “‘fishy burp.” 


Formulas? Five of them—Prenatal, Pediatric, Aoral, Geri- 
atric, and Therapeutic. 


Write for samples and detailed literature. 


HOMAGENETS’ 


THE HOMOGENIZED VITAMINS IN SOLID FORM 
*U.S. Pat. Nos. 2676136; 2841528 
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all it takes 
for sustained protection 
in asthma 


1 TABLET MORNING 

4 1 TABLET EVENING . 

all-day and all-night relief 
| from asthma symptoms 

New Tedral 

Sustained Action antiasthmatic 

- One tablet on arising—protects through the working day, vir- 

tually eliminates the need for emergency medication 

oe One tablet 12 hours later—lets the patient sleep, reduces the 
“— need for middle-of-the-night emergency medication 


New Tedral SA protects against bronchial constriction and reduces 
a mucous congestion throughout the day and night, increases vital capacity 

and ability to exhale, reduces the frequency and severity of asthmatic 
attacks. Patients get the benefits of sustained protection with the con- 
venience of b.i.d. dosage. New Tedral SA is particularly indicated for 
patients who need continuous medication over prolonged periods. 


RECOMMENDED ADULT DOSAGE: 1 tablet on arising and 1 tablet 12 hours later. 
PRECAUTIONS: Tedral SA should be used with caution in patients with 
cardiovascular disease and/or severe hypertension, circulatory collapse, 
hyperthyroidism, prostatic hypertrophy or glaucoma. Phenobarbital in the 
formula may be habit forming. 

EACH TABLET CONTAINS: Theophylline, 180 mg.; Ephedrine HCl, 48 mg.; 


Phenobarbital, 25 mg. Tedral SA is available to your patients on pri ip- 
tion only. MORRIS PLAINS, NJ. 


3P12 makers of Tedral Gelusil Mandelamine Peritrate Proloid 
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Essential Aid to the 


@ 
Busy Practitioner! 


EQUIPMENT 


All these treatment facilities are yours with this 
one compact, dependable Gomco unit. Precision 


gauges and regulator valves insure accurate con- STANDARD EQUIPMENT INCLUDES: 
trol. Easily-cleaned cabinet is available in hand- we ; 
‘ ® : Gomco Safety Overflow Valve—If suction bottle acci- 
some Gomco Lumitone® baked enamel finish. 
; 2 : dently becomes flooded, liquid in line automatically 
Corrosion-resistant fittings are chrome-plated. actuates a valve which closes to protect pump from 
Cabinet provides ample space for all accessories. damage. 
Motor and pump are rubber-mounted for quiet, ACCESSORIES—Silk-covered spray tube with connec- 
vibration-free operation. tion for spray bottles, suction tubing and five 2-oz. 
Phone your dealer for a demonstration of the salt-mouth bottles. 


Gomco No. 1003 Suction and Pressure Unit. 


GOMCO SURGICAL MANUFACTURING CORP. 


830-M E. Ferry St., Buffalo 11, N.Y. 
Distributed Outside the U.S.A. and Canada by INTERNATIONAL GENERAL ELECTRIC COMPANY 
150 East 42nd Street, New York 17, N.Y. 
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before, 
during 
and 

surgery 


KOAGAMIN, unlike other hemostatic 
agents, acts quickly in minimal dos- 
ages. Working on the late phases of 
the clotting mechanism, KOAGAMIN 
does not require massive and pro- 
longed pre- or postoperative dosages. 
Several million doses over twenty 
years, without reported toxic or un- 
toward effects, attest to its safety 
and value. 


KOAGAMIN, an aqueous solution of oxalic 
and malonic acids for parenteral use, is sup- 
plied in 10-cc. diaphragm-stoppered vials, 


Chatham Pharmaceuticals, Inc. Cathan) han) 


Newark 2, New Jersey 


Distributed in Canada by Austin Laboratories, 
Limited, Guelph, Ontario 


KOAGAMIN’ 


(parenteral hemostat) 


controls 
bleeding 


minimal 
dosage 
and 
maximum 
Safety 


: 
ai 


for the 
tense 

and anxious 
patient... 


| the only sustained-release tranquilizer 
that does not cause autonomic side reactions 


® SAFE, CONTINUOUS RELIEF of anxiety and tension for 12 hours with just one 
capsule— without causing autonomic side reactions and without impairing mental 
acuity, motor control or normal behavior. 


* ECONOMICAL for the patient —daily cost is only a dime or so more than for 
barbiturates. 


Meprospan:?400 


400 mg. meprobamate (Miltown®) sustained-release capsules 


Usual dosage: One capsule at breakfast lasts all day; one capsule with evening meal lasts all night. 
Available: Meprospan-400, each blue-topped capsule contains 400 mg. Miltown (meprobamate). 
Meprospan-200, each yellow-topped capsule contains 200 mg. Miltown (meprobamate). Both potencies in bottles of 30. 


WALLACE LABORATORIES /Cranbury, N.J. 
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orphenadrine citrate 100 mg. 


quickly resolves the spasm nae 


*U.S. Patent No. 2,567,351; 
other patents pending 


Prolonged relief 
may last up to 12 hours after 


administration... permits 
uninterrupted sleep at: night 
. . . does not interfere with 
daytime alertness . . . only 


the muscles in spasm 
-$pond.. . . no' lessening of 


general muscle tonus. 


_Contraindications: 


Routine. precautions against use of 
anticholinergic drugs should be 
observed. Norflex should be used 
with caution in glaucoma, 
tachycardia, or urinary retention. 


for all adults regardless of age 
or sex: 2 tablets daily—one in 
the morning, one in the evening — 
easily remembered . . . offers 
better patient cooperation. 


NORFLE-®< is a product of 


Northridge, California 


In skeletal muscle spasm Ae 
 velieves the pain... 
‘ 
me) fe) 
. 


stop pain with Niypercainal 


ibucaine CIBA) 
...For minor cuts and burns, sunburn, hemorrhoids, removing 
sutures, performing routine office surgery, making instrument 
examinations. And, to best suit every situation, there’s 
a choice of Ointment, Cream, Lotion, Suppositories. 
Complete information sent on request. 


CIBA 
SUMMIT, N. J. 


stop hemorrhoid pain with 
NUPERCAINAL SUPPOSITORIES. 
exact dosage fast acting 
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